The 


This unique new book assists you in making a careful, sys- 
tematic, and logical analysis of the available facts accompany- 
ing disease of puzzling etiology. When you “strike a blank 
wall” in your efforts to pinpoint the cause of an illness, you 
can turn to this volume and find neatly catalogued descrip- 
tions and discussions of all the unusual etiologic factors that 
might produce such a clinical picture. 


The first portion of the book covers groupings of related 
diseases which frequently produce obscure illness. The sec- 
ond part discusses every special diagnostic procedure which 
has value in today’s practice of medicine—with notes on tech- 
nique of performance, reliability and significance of results. 


One entire section is devoted to obscure postoperative com- 
plications as encountered by the medical consultant — par- 
ticularly problems of abdominal pain, gastrointestinal hem- 
orrhage and intestinal obstruction. 


The book discusses such newer disease entities as: Cytome- 
galic inclusion disease — Primary aldosteronism — Ardmore 
disease—ete. Also included are such new drugs, tests and con- 
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New! Roberts—Difficult Diagnosis 


cepts as: Chlorothiazide as a precipitating cause of hepatic 
coma—the use of hypothermia for central nervous system 
damage in cardiac arrest—techniques and clinical value of sex 
chromosome studies. Other features include: a separate 64 
page Atlas of Systemic Dermadromes in which are pictured 
the cutaneous manifestations of scores of systemic disorders; 
a thumb-tabbed index on Signs, Symptoms and Laboratory 
Manifestations; over 3000 bibliographic references; extensive 
and explicit breakdown of contents introducing each chapter ; 
detailed cross-referencing to permit relating of divergent phe- 
nomena in developing a diagnosis. 


Dr. Roberts’ primary concern is not with the fully developed 
classic syndrome, but earlier atypical manifestations—where 
the diagnostic problem is the most puzzling. He discusses 
baffling cases of apathetic hyperthyroidism, “pre-leukemic” 
leukemia, myeloma, ete. 

By H. J. ROBERTS, M.D., Diplomate of American Board of Internal Medi- 
cine; Fellow of the American College of Chest Physicians; Associate of the 
American College of Physicians; Staff, Good Samaritan Hospital and St. 


Mary's Hospital, West Palm Beach, Florida. 913 pages, 6”x9Y%4”, illustrated. 
$19.00. 


W. B. SAUNDERS COMPANY ° West Washington Square, Philadelphia 5 
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inflammation 


with BUFFERIN.IN ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief —with less intolerance. 


The analgesic and specific anti-inflammatory action of Burrerin helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.') 


No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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probably the easiest-to-use x-ray table in its field 


‘Choice of rotating or 
stationary anode x-ray 
tubes. Full powered 
100 ma at 100 KVP. | 


“know why? 


1 On this board you select the bodypert you want to x-ray 
2 Set its megsured thickness 


Fy. 


” That's all there is to it. No time, KV or MA ocean to. doi 
No snaits 4 to check, no calculations to make. 


housed inthis 
handsome 
upright 


‘lite as canny an x-ray investment as you can make 


Modest cost 

Excellent value 

Prestige ‘“look’’ 

Top Reputation (significantly, ‘Century’ trade-in value has long been highest in its field) 


‘And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 
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: 
Instant swin' “through trom fluoroscopy to Aorizor fal, vertical, me- : 
radiography and vice versa). Self-guid- diate. or Trendelenburg posi- 
to correc! ing distance. Nothing equipoise handrock 
the table front. 
certainly the simplest automatic x-ray control ever devised 
CHEST | SPINE | HEAD EXTREMITIES | Gasteo Intestinal | ; 
tic 
atoma 
diagnostic x-ray unit 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 

1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JOURNAL, and one carbon kept 
by the author. All copy, including quotations, feotnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
her, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
he given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front also must be indicated. : 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has heen 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JOURNAL containing his article 
will be sent to the author on request. 


REPRINTS 
1. A price list with iniormation tor ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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do you encounter 


then you should know... 


Beneficial results with METICORTEN have been 


reported} in patients with Senear-Usher disease. Extensive 


documentation in the literature demonstrates the unsurpassed 


therapeutic effectiveness of this established steroid 
in all corticosteroid-responsive disorders. 


METICORTEN® (prednisone) is available as 1, 2.5 and 5 mg. white tablets. 


*Senear-Usher disease —also called pemphigus 
erythematosus—is a dermatosis resembling pemphigus 
vulgaris involving mainly the head, face, and trunk. 
Whether common or rare, response to METICORTEN is 
excellent in most allergic and inflammatory skin diseases. 


+Henington, V. M.; Kennedy, B., and Loria, P. R.: 
South. M. J. 51:577, 1958. 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 


MC-J-119 
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in eight cases of acute upper respira 


etracyc! TABLET contains: ACHRO Tetracycline 
; phenacetin (120 mg.); caffeine (30 mg.); s is. 
(150 mg.); ct citrate (25 mg.). Also as SYRUP, caffeine-free. 


¥ 


in angina pectoris... adaptable prophylaxis 


patient: Mary M. (homemaker) 


problem: Anginal attacks and low 
exercise tolerance left her with 
chores undone, family relation- 
ships disrupted. 


solution: Peritrate (20 mg.) sub- 
stantially reduced attacks, im- 
proved exercise tolerance. 
Peritrate with Nitroglycerin, p.r.n., 
takes care of occasional “anginal 
breakthrough,” relieves the acute 
attack, and provides additional 
Peritrate for increased protection. 


“common denominator: 


patient: Sam L. (salesman) 


problem: Despite increased nitro- 
glycerin intake (10-15 tablets per 
day), attacks were becoming more 
frequent, more severe. 


solution: Peritrate (20 mg.) q.i.d. 
reduced the number and severity of 
attacks and the need for nitroglyc- 
erin. In special stress situations, 
he carries sublingual Peritrate 
with Nitroglycerin to relieve the 
acute attack and provide addition- 
al Peritrate for more protection. 


patient: Adam J. (lawyer) 


problem: Fear of attacks was forc- 
ing him into semi-retirement. 


solution: Peritrate (20 mg.) all but 
eliminated attacks, restored faith 
in ability to work without serious 
consequences. Patient carries 
Peritrate with Nitroglycerin as 
companion therapy for stress situ- 
ations: Trial days, irate clients, 
prolonged proceedings. 


Peritrate 


(brand of pentaerythritol tetranitrate) 
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uch better 


COSA-TETRACYN 


CAPSULES 


ORAL SUSPENSION 
(black and white) 250 mg., 125 mg. (orange-flavored) 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


NEW! PEDIATRIC DROPS 
(orange-flavored) 5 mg. per drop, 


(for pediatric or long-term therapy) 125 mg. per tsp. (5 cc.), 2 oz. bottle calibrated dropper, 10 cc. bottle 


COSA-TETRASTATIN* 


glucosamine-potentiated tetracycline with nystatin 


Antibacterial effectiveness plus added protection 
against monilial superinfection 


CAPSULES (black and pink) 250 mg. Cosa-Tetracyn 
plus 250,000 u. nystatin 


ORAL SUSPENSION 125 mg. per tsp. (5 cc.) Cosa- 
Tetracyn, plus 125,000 u. nystatin, 2 oz. bottle 


> Science for the world’s well-being 


PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 


COSA-TETRACYDIN* 


glucosamine-potentiated tetracycline-analgesic-anti- 
histamine compound 


For relief of symptoms and malaise of the common 
cold and prevention of secondary complications 


CAPSULES (black and orange) — each capsule con- 
tains: Cosa-Tetracyn 125 mg.; phenacetin 120 mg.; 
caffeine 30 mg.; salicylamide 150 mg.; buclizine HC} 
15 mg. 
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thank you, doctor” 


the COSAsaur is the 

family emblem of the 
COSA antibiotics. It sym- 
bolizes the natural origin of glucosamine, a 
substance older than man himself. Glucosamine 
is widely distributed throughout nature—in 
plants and seashells, in body tissues and 
mother’s milk. Today, as in the dinosaur era, 
“Cosa” is basic to life. 


Proven in research 
1. Highest tetracycline serum levels - 
2. Most consistently elevated serum levels 


3. Safe, physiologic potentiation 
(with a natural human metabolite) 


And now in practice 


4. More rapid clinical response 
5. Unexcelled toleration 


REFERENCES: 1, Carlozzi, M.: Antibiotic Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: 
Antibiotic Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and leukemia, Proc. Soc. 
Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch, Pediat. 75:251 (June) 1958. 
6. Cornbleet, T.; Chesrow, E., and Barsky, S.: Antibiotic Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., 
Bamford, J., and Bradley, W.: Antibiotic Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 
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Until you provide 


GREATER RELIEF 


with longer-acting® 


s relief for as long as 12 hours. 


*A single dose provide 


bines the action of a 


thomimetic with an 
for a greater decon- 


Novahistine LPt com 


quick-acting sympa 
antihistaminic drug 
gestive effect. 


Each LP tablet contains: 
Phenylephrine hydrochloride 
Chlorprophenpyridamine maleate. 4 mg. 
Supplied in bottles of 50 and 250 tablets. 


Usual dose: Two tablets, morning and 
evening. For mild cases (and children), 
1 tablet. Occasional patients may require 


a third daily dose, which can be safely 
tTrademark 


given. 


PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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report excellent results with Iodo-Niacin in the conservative 
treatment of sinusitis. Relief of sinus congestion and headaches 


f Numerous communications received from physicians 
I was a consistent result in non-surgical cases. 


In non-surgical sinusitis the use of 


CONSERVATIVE Iodo-Niacin improves drainage 


and aeration. 
T H E A Y lodo-Niacin* tablets contain potassium 
OF iodide 135 mg. (2% gr.) and 
niacinamide hydroiodide 25 mg. 


| he U T (% gr.), slosol coated pink. Usual 


dose, 2 tablets three times a day. 


The therapeutic action fsyo liquefy, loosen 
and expel mucopurulent aéeumulations 
from the sinuses, comparable to the" 
liquefying action of iodides in making 
bronchial mucus less viscid.! 


No iodism or untoward effects occur with 
Iodo-Niacin, even when given in full 
dosage for a year or longer.” 


For immediate action, lodo-Niacin 
ampus are available for intramus- 
cular or intravenous injections.” 


8 
*U.S. Patent Pending CHEMICAL COMPANY 


3721-27 Laclede Ave., st Louis 8, Mo. 


for professional samples and 
Cole Chemical Company | 
3721-27 Laclede Ave., St. Louis 8, Mo. AOS-! 

Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. | 


1 Sollmann’s Manual of Pharma- 
cology, 8th ed., 1957, p. 1121. 


2 Am. J. Digest. Dis. 22:5, 1955. 
3 Med. Times 84:741, 1956. 
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Tetracycline with Citric Acid LEDERLE 


New York 


RLE LABORATORIES, a Division of AMERICAN CYANAMiD COMPANY, Pear! Rive 
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the NEW CONTRACEPTIVE 


that offers 


MAXIMUM 


simplicity with Security 


Koromex fo} 


VAGINAL 


when the ally alone” method 
is advised, NEW Koromex@ 


the outstandingly competent SPECIAL BARRIER TYPE BA 


SPECIAL BARRIER TYPE BASE 


a. Boric Acid .......... 2.0% 
spermatocidic agent... 
Phenylmercuric 
is now available Restate 0.02% 


to physicians. 


HR FIRST... 


Large tube 
Jelly, 125 gms. with 
patented measured 
dose applicator in a 
SANITARY PLASTIC 
ZIPPERED KIT for 
home storage (sup- —_—Factual literature 
; plied at no cost) : sent upon request. 


HOLLAND-RANTOS CO., INC.-145 HUDSON STREET-NEW YORK 13, N.Y. 


Journat A.O.A, 
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true 
security 


can be yours with 
a plan tailor-made 
for your special needs 


As a physician, you know that only 
proper diagnosis and preventive meas- 
ures now can protect your patients’ 
future, and that you are especially 
qualified to offer this particular pro- 
tection. 

Similarly, as insurance specialists, 
the people of Mutual Benefit Life are 
unusually qualified to examine your 
present and coming needs and to pro- 
tect your future. More than a century 
of serving the medical professions has 

iven us thorough experience concern- 
ing your particular circumstances. 


Mutual Benefit Life offers you 
TRUE SECURITY tailored to your 
career and to the future of you and 
your family. This plan will fit your 

rticular earning curve which starts 
ater, rises rapidly, declines sharply 
without the cushion of company bene- 
fits. Flexible Mutual Benefit Life plan- 
ning will take into account all such 
special considerations in giving you 
TRUE SECURITY. 


Ask your Mutual Benefit Life man 
about TRUE SECURITY. A person- 
alized, comprehensive plan can be 
yours today with the most liberal 
coverage in Mutual Benefit Life’s 113- 
year history—and at a new low cost. 


MUTUAL BENEFIT 


The [| FE Insurance Company 
for TRUE SECURITY 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY. NEWARK. NEW JERSEY 


Vor. 58, Jan. 1959 A-13 


SYRUP 


JourNAL A.O.A. 


|} 
| 
| 
| 
24 
{ 
if 
i 
Brand of Dimethoxanate hydrochloride 
A-14 


Vor. 58, Jan. 1959 


SPECIFIC ANTITUSSIVE... 
connie” moderates intensity and frequency of coughing 
through a selective action apparently on the medullary cough center 
... subdues but does not abolish the cough reflex. The natural reflex 
for removal of secretions is retained. 


ACTS WITHIN MINUTES—LASTS FOR HOURS... 

“COTHERA” provides a local anesthetic and soothing demulcent 

action to induce almost immediate relief of ‘sandpaper’ throat and 

‘annoying tickle’. . . followed by sustained moderation of the cough 

reflex, lasting for four to six hours and frequently throughout an 
entire night with one dose. 


NON-NARCOTIC... 

“COTHERA” is nonaddictive; does not cause respiratory depres- 
sion, gastric irritation, or constipation. It is well tolerated by chil- 
dren and elderly patients, even after continued use. (Antitussive 
action is equal to 14 gr. codeine per teaspoon dose.) 


GUARDS AGAINST BRONCHOSPASM... 
“COTHERA’” exerts a mild musculotropic spasmolytic action tend- 
ing to protect against possible harmful effects and cough-aggrava- 
tion of bronchospasm. 


CHERRY-FLAVORED... 

“COTHERA” is completely acceptable to all age groups. 
Indications: “COTHERA” Syrup is specifically indicated for irritating, 
useless, or chronic coughs such as those associated with the common cold, 
children’s diseases, excessive smoking. It may be used safely for short- 
term or prolonged treatment. 


Dosage: Adults and children over 8 years—1 to 2 teaspoonfuls (25-50 
mg.) three or four times daily. Children, 2 to 8 years—l4 to 1 teaspoonful 
three or four times daily. 

Supplied: 25 mg. per 5 cc. (teaspoonful), bottles of 16 fluidounces and 
1 gallon. 


‘ 


Ayerst Laboratories 


New York 16, N. Y.* Montreal, Canada 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX’ 


(brand of hydroxyzine) 


IN WORKING ADULTS | 
“especially suited for 
ambulatory patients who must 
work, drive a car, or operate 
machinery."? 


IN. GERIATRICS 
“ability to decide correctly 
eased, while the 
ponse to anxiety 
ished,” 


Omit 


ATARAX } “effective i in 
control/ ling tension and 
anxiety.... safety makes 
it an excellent drug for 


“ATARAX appeared to reduce 
out-patient use in office 


anxiety and restless ness, 
improve sleep patterns and 
make the child more amenabl 
to the development of new — 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10 mg. 3-6 years, one tablet t.i.d. : Supplied: Tablets, bottles 
behavior disorders tablets over 6 years, two tablets t.i.d. + of 100. Syrup, pint bottles. 
Syrup 3-6 years, one tsp. t.i.d. : Parenteral Solution, 10 cc. 
over 6 years, two tsp. t.i.d. : multiple-dose vials. 
For adult tension 25 mg. one tablet q.i.d. 
and anxiety tablets ; in ress. 2. Freedm an, A M.: 
. .i.d. * Pedia n. No merica 
For severe emotional 100 mg. one tablet t.i.d. 
a 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- ¢ 5. Coirault, M., eta 
and emotional Solution cularly, 3-4 times daily, at s méd. 64: 2239 (Dec. 36) "Tose. 
emergencies. i 4-hour intervals. Dosage for « 6.Bayart, J.: Presented at 
children under 12 not 
established. Denmark, July 22-27, 1956. 


@ 
Division, Chas. Pfizer & 
Science for the World's Well-Being 
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DIURIL, WITH RESERPINE 


more hypertensives can be better controlled 
with DIUPRES than with any other agent 
... with greater simplicity and convenience 
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a logical alliance of two antihypertensives 
you know and trust provides 


increased effectiveness, decreased side effects 


potentiated effect 
DIUPRES produces an effect greater than either pruRIL or reserpine alone. It is effective 
in many patients who respond inadequately or not at all to either DrURIL or reserpine. 


Average antihypertensive effect Average antihypertensive effect 
_ of rauwolfia and rauwolfia+DIURIL of reserpine and DIURIL+reserpine 
in 25 patients’ in 7 patients? 
after 3 weeks 12 weeks control: reserpine: DIURIL 
6 months after after (12.3% +reserpine: 
rauwolfia adding adding reduction) (26.2% 


therapy DIURIL DIURIL reduction) 


A woes & 


250 
240 
230 
220 | 
210 
200 
170 
140 
130 : 
120 


DIURIL, WITH RESERPINE 


effective therapy for most patients 


DIUPRES by itself usually provides effective therapy for a 
majority of patients with mild or moderate hypertension, 
and even for many patients with severe hypertension. 
Many patients now treated with other agents which fre- 
quently cause distressing side effects can be adequately 
managed with well tolerated pIUPRES. 


provides basic therapy 


Should other drugs need to be added to DIUPRES, they can 
be given in much lower than usual dosage so that their 
side effects are often strikingly reduced. 


rapid onset of effect 


The antihypertensive action of DIUPREs is rapidly evident. 
(Considerable time may elapse before the antihyperten- 
sive effect of reserpine alone is observed. ) 


fewer and less severe side effects 


DIUPRES may be expected to cause fewer and less severe 
side effects than are encountered with other antihyper- 
tensive therapy. (Since DIURIL and reserpine potentiate 
each other, the required dosage of each is usually less 
when given together as DIUPRES than when given alone. 
Such reduction in dosage makes side effects less likely 
to occur.) 


often obviates weight gain 


DIUPRES minimizes the problem of weight gain seen with 
reserpine (reserpine alone has been reported to produce 
weight gain in 50 per cent of patients).'++ 


virtually eliminates fluid retention 


DIUPRES is not likely to cause either clinical or subclinical 
retention of sodium and water. (Hypotensive drugs, par- 


cre, 


ticularly rauwolfia® and hydralazine,® may cause fluid 
retention. Even when such retention is subclinical, their 
antihypertensive effectiveness is diminished.®) 


diet more palatable 


With piupREs, there is less need for rigid restriction of 
dietary salt, which patients find so burdensome. 
“It may well be that the drug [DIURIL] produces 
the benefits of a markedly restricted low sodium 
diet but without its hardships.” 


subjective and objective improvement 


DIUPRES allays anxiety and tension, thus reducing the 
emotional component of hypertension. Organic changes 
of hypertension may be arrested and reversed. Headache, 
dizziness, palpitations and tachycardia are usually 
promptly relieved by DIUPRES. When the anginal syn- 
drome accompanies hypertension, the administration of 
DIUPRES may also cause diminution or even disappear- 
ance of this syndrome concurrent with control of the 
hypertension. 


convenient, controlled dosage 


Instead of two separate prescriptions, you write one pre- 
scription ... the patient takes one tablet, rather than two 
different tablets . .. and the dosage schedule is easier for 
the patient to remember and follow. 

“patients have fewer lapses and make fewer mis- 
takes in dosage, the simpler the regimen can be 
made. Therefore I do not hesitate to use more 
than one medicament combined in one tablet, 
provided this gives approximately the correct 
dosage of each.’ 


economical 


DIUPRES will cost the patient less than if he were given 
two separate prescriptions for its components. 
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Indications: 
DIUPRES is indicated in hypertension of all degrees of 
severity. It can be used in the following ways: 


e as total therapy 
e as primary therapy, adding other drugs if necessary 


e as replacement or adjunctive therapy in patients 
now treated with other agents 


Precautions: 

The precautions normally observed with DIURIL or reserpine 
apply to piupREs. Additional information on DIUPRES is 
available to physicians on request. 


Recommended dosage range: 
DIUPRES-500—one tablet one to three times a day. 
DIUPRES-250—one tablet one to four times a day. 
If necessary, other agents may be added. 
If the patient is receiving ganglion blocking agents 
or hydralazine, their dosage should be cut 
by 50 per cent when piuPREs is added. 


500 mg. piuRIL (chlorothiazide), 0.125 mg. reserpine. 
Bottles of 100, 1000. 


DIUPRES-250 


Deu pece- 250 mg. piurIL (chlorothiazide), 0.125 mg. reserpine. 
Bottles of 100, 1000. 


the first “wide range” antihypertensive 
—] 
_] 


DIURIL, WITH RESERPINE 


1. Rochelle, J. B., III, Bullock, A. C., and Ford, R. V.: Potentiation of antihypertensive therapy by use 
of chlorothiazide, J.A.M.A. 168:410, Sept. 27, 1958. 2. Freis, E. D., Wanko, A., Wilson, I. M., and Parrish, 
A. E.: Treatment of essential hypertension with chlorothiazide (Diuril), J.A.M.A. 166:137, Jan. 11, 1958. 
3. Freis, E. D.: Treatment of hypertension. (Presented at the Annual Meeting of Southern Medical Asso- 
ciation, Nov. 13, 1957.) 4. Moyer, J. H., Dennis, E., and Ford, R.: Drug therapy (Rauwolfia) of hyper- 
tension, A.M.A. Arch. Int. Med. 96:530, Oct. 1955. 5. Perera, G. A.: Edema and congestive failure related 
to administration of rauwolfia serpentina, J.A.M.A. 159:439, Oct. 1, 1955. 6. Wilkins, R. W.: Precautions 
in use of antihypertensive drugs, including chlorothiazide, J.A.M.A. 167:801, June 14, 1958. 


Qo MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc, PHILADELPHIA 1, PA. 


*DIUPRES and DIURIL (chlorothiazide) are trademarks of Merck & Co., Inc 
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did you forget about osteopathic Christmas Seals? 


$75,000 


Without funds from the Seal Campaign, sev- 
eral students may have to leave their studies 
in osteopathic colleges. Vital research projects 
may be discontinued for lack of money. Student 
loans and research share the seal returns as a 
separate project from the profession’s other 
fund-raising efforts. 

For the past several years, osteopathic 
Christmas Seals have brought an increasing 
sum for these two needs. This year, the cam- 
paign is lagging. If it does not gain momentum, 
it will be doubly costly to the student who 
must leave school without this help. 


The AOA student loan committee expects 
requests this year for at least 150 loans, 55 
more than were granted last year. Already, it 


$45,000 = 90 Student Loans 
30,000 ~ Research 


60,000 


45,000 has approved 113 loans, some to use money it 
t doesn’t have as yet. Even with the loan fund's 

60 per cent of the $75,000 seal goal, money 

would be provided for only 90 minimum loans 

$33,000 of $500. Some money comes from repayment 


of earlier loans — but not nearly enough. 
The reasons for the greater need: 


- : The rising costs which you share upset many 
: 13,206 == Research precarious student budgets... . 

: The recession of past months wiped out many 
part-time jobs... 


Only 15 per cent of today’s students have G.I. 
benefits, compared with 86 per cent of 1951... 


The government’s loan program has not been 
put into effect and would benefit only one or 
two students in each schoo] at best .. . 


If you have failed to send your contribution, 
or to follow through on your packets, please 
take the time from your busy day to help the 
future of your profession. 


15,000 


Vo. 58, Jan. 1959 A-21 
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CLINICAL BRIEFS FROM MODERN PRACTICE 


What differentiates “renal diabetes” (renal 


glycosuria 1) from diabetes mellitus? 


Blood sugar levels. In renal glycosuria they are normal; in untreated diabetes, 
fasting blood sugars are usually 130 mg.% or over and postprandial levels 
170 mg.%, or more. 


Source: Joslin, E. PR; Root, H. E; White, PR, and Marble, A.: The Treatment of Diabetes 
Mellitus, ed. 9, Philadelphia, Lea & Febiger, 1952, pp. 701-702. 


A“URINE-SUGAR PROFILE” FOR 
CLOSER CONTROL 


The new CLINITEST Urine-Sugar 
Analysis Set contains an improved 
Analysis Record form that enables 
even closer control of the moderate 
and the severe diabetic. Daily urine- 
sugar readings may be connected to 
produce a graph—a day-to-day 
“profile” that reveals at a.glance 
individual trends and degree of 
control. 


URINE-BUG. ANALYSIS RECORD 
NAME 


color-calibrated 


MODERATE AND THE SEVERE DIABETIC 


the STANDARDIZED 
urine-sugar test for reliable 
quantitative estimations AM ES 
“...the most satisfactory COMPANY, INC 
method for home and Somer 


office routine testing.”* 


*GP 16:121 (August) 1957. 
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FED with skeletal muscle 


SAPPOINT 


relaxants that cause GI distress, drowsiness, and 


dizziness..... 


Sinaxar 

_ the new, different chemical 

structure—-unlike any other 

_ skeletal muscle relaxant 

currently available—is 


a "pure" muscle relaxant, 
with specificity of action 


© free of adverse physical 
or psychic side effects, 
- for all practical purposes 


consistently effective in 
cases involving skeletal 
muscle spasm 


e@ long acting; no fleeting 
effects 


: 
g-hy 


ARMOUR PHARMACEUTICAL COMPANY « KANKAKEE, ILLINOIS / @ leader in biochemical research 


Vu. 58, Jan. 1959 
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A POINT OF VIEW IN ’55 

“At this time, it appears that the problem 

of antibiotic-resistant bacteria is the 

greatest fear in the future with chronic 
infections of the... urinary tract...’ 


A POINT OF FACT IN ’58 

“.. This prediction has proved 

to be correct for both gram-positive 
and gram-negative organisms. 


29 


.».- WITH ONE NOTABLE EXCEPTION 
“.. studies indicate that microorganisms, , 
in vitro and in vivo, do not appear 
to develop resistance to FURADANTIN.”® 


for acute and chronic 
genitourinary tract vnfections 


FURADANTIN 


brand of nitrofurantoin 


AVERAGE FURADANTIN DOSAGE: In acute, complicated or refractory cases and in 
chronic infections—100 mg. q.i.d., with meals and with food or milk on retiring. 


REFERENCES: 1. Flippin, H. F.: Virginia M. Month. 82:435, 1955. 2. Caswell, H. T., et al.: Surg. Gyn. 
Obst. 106:1, 1958. 3. Nesbitt, R. E. L., Jr., and Young, J. E.: Obst. Gyn., N. Y. 10:89. 1957. 


in development of 
bacterial resistance with FURADANTIN 


NITROFURANS ...a new class of antimicrobials... 
neither antibiotics nor sulfonamides an Ne 


EATON LABORATORIES, NORWICH, NEW YORK 
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offers four beneficial effects 


| 1. relieves anxiety, tension and related depression 
| 2. exerts a unique alerting effect in many patients 
3. dispels preoccupation with emotionally induced symptoms such as 
headache, g.i. disturbances and non-specific musculoskeletal pain 
4. normalizes sleeping and eating habits 


WORKING PATIENTS appreciate Compazine’s remarkable freedom from drowsiness 
and the convenient daylong calming effect of a single ‘Compazine’ Spansulet 
capsule, taken on arising. Also available: Tablets, Ampuls, Multiple dose vials, 
Syrup and Suppositories. 


SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


remarkable for its freedom from drowsiness and depressing effect 
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THE SAFE ANTI-ARTHRITIC AND ANTIRHEUMATIC THAT CONTAINS THE 
IMPORTANT PLUS OF ORGANIDIN® FOR THE FURTHER CONTROL OF IN- 
FLAMMATION AND TO AID IN THE RESORPTION OF NECROTIC TISSUE 


Sodium-free, potassium-free ARTAMIDE is especially valuable 
when clinical judgment precludes steroid therapy. ARTAMIDE 
provides higher salicylate blood levels' with lower dosage. 
Antirheumatic, anti-inflammatory, analgesic... ARTAMIDE aids 
normal corticosteroid activity. The inclusion of ORGANIDIN, the 
smoother, safer, organically bound iodine, greatly increases 
the effectiveness of the ARTAMIDE formula by stimulating the 
resorptive processes? and further controlling inflammation. 
ARTAMIDE provides symptomatic relief as well as important 
gains in functional capacity for many patients who cannot 
tolerate corticosteroids. 


Each artamibe tablet contains: Salicylamide 0.25 Gm. (4 gr.); Para-amino- 
benzoic Acid 0.25 Gm. (4 gr.); Ascorbic, Acid 20.0 mg. (4 gr.); 
ORGANIDIN® (iodinated glycerol) 20.0 mg. (4 gr.). 

DOSAGE: 2 tablets 3 or 4 times daily. Requirements may vary according 
to the response of the patient. suppLieD: ARTAMIDE Tablets, bottles of 100 
and 500. Rererences: 1. Chambers, James O.: Clinical Medicine, 61:3 
(1954) pp. 203-205. 2. Salter, W. T.: A Textbook of Pharmacology, p. 603, 
W. B. Saunders Co. (1952). 


write: Professional Service Department for literature and trial supply. 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 
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To Insure Prompt, 
Effective Bowel Evacuation 
Dulcolax 


Dulcolax — in either tablet or 
suppository form — insures 
bowel 


evacuation. 
my 


mets on the large bo 


Is equally effective whethe 
ministered orally or by sup- 
pository. 

Dosage: Tablets—1 to 3 (usually 2) at bed- 
time for bowel movement the following 
morning, or 2 hour before breakfast for a 
movement within six hours. Tablets are enteric 
coated, and must be taken whole, not chewed 
or crushed; they should not be taken with 
antacids. Suppositories —1 at the time a bowel 
movement is required. 

Supplied: Dulcolax® (brand of bisacodyl). 
Yellow enteric-coated tablets of 5 mg. in 
boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


Contact Laxative | 


Ardsley, New York 
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Many clinicians believe that good nutrition plays a significant role in preventing bacterial 
infections, and that immunity depends on adequate vitamin levels. Tisdall' states 

that “a low intake of a number of vitamins, a low intake of minerals, and a change in 

the quality of protein can all lower resistance to infection.” 


Other studies show the important role of the B vitamins in antibody formation. 

Thus, Nutrition Reviews" reports: “Present evidence indicates that certain B vitamins, notably 
pyridoxine, pantothenic acid and folacin, play a significant role in antibody synthesis.” 
According to Pollack and Halpern,* “Under-nutrition leads to increased susceptibility to infection 
and decreased resistance to established disease.” And “vitamin deficiency states 

also may adversely influence circulating antibodies.” 


Halpern* reports that “good nutrition is important for optimal resistance to infection, for a 
superior tissue capability to cope with disease and injury, and for maximum antibody 
production ... nutrition participates in the prophylaxis against most acute infections...” 


And while MacBryde® feels that evidence is lacking to support the view that a higher than 
a normal intake of vitamins will improve resistance to infection, he also states: “Restoration of 


e nutrition to normal exerts a favorable influence on practically all disease conditions... 
a Often the outcome will depend more upon the correction of the malnutrition than upon any 
» <i therapy directed toward the malady.” 


THERAGRAN 


SQUIBB VITAMINS FOR THERAPY 


now expanded to include additional essential vitamins — 
and at no extra cost to your patients 


Each Theragran Capsule supplies: 


VitaminA .... 25,000 U.S.P. units 

of 4 ounces; THERAGRAN Junior bottles of 
Pyridoxine Hydrochloride . ....... =.=. «Smg. bottles of 30, 60, 100 and 1,000 capsule- 
Calcium Pantothenate . . . ........ 20mg. shaped tablets. 

Vitamin B,, Activity Concentrate . . . .. . . . Smeg. 


Dosage: 1 or more capsules daily as indicated . 
Supply: Family Packs of 180. Bottles of 30, 60, 100 and 1,000. 


a References: 1. Tisdall, F. F.: Clinical Nutrition, ed. by Joliffe, N.; Tisdall, F. F., and Cannon, P. R.: Paul B. 
Hoeber, Inc., New York, 1950, p. 748. 2. Nutrition Reviews, 15:47, (Feb.) 1957. 3. Pollack, H., and Halpern, 
S. L.: Therapeutic Nutrition, National Academy of Sciences and National Research Council, Washington, D. C., 
1952, p. 18. 4. Halpern, S. L.: Ann. N. Y. Acad. Science 63:147, (Oct. 28) 1955. 5. MacBryde, C. N.: Signs 
and Symptoms, J. B. Lippincott Co., Phila., 3rd Ed. 1957, p. 818. 


Squibb Quality—-The Priceless Ingredient 


‘Theragran™® js a Squibb trademark. 
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calms tension and contro/s G. 


he congestion as well as associated 
7 ft headache, fever, aches and pains of colds | 


ANTIHISTAMINE ACTION 
WITHOUT SEDATION 


SYSTEMIC DECONGESTION 
WITHOUT SIDE EFFECTS 


ANALGESIC-ANTIPYRETIC ACTION 
WITHOUT DRUG STIMULATION 


ANTI-STRESS VITAMIN. T0 
MAINTAIN TISSUE INTEGRITY =) 


PATTERN IN 


SINUS AND NASAL DECONGESTION 


**THERUHISTIN” — Newest type of antihistamine for 
control of excessive nasal secretion and congestion — highly 
potent (92 per cent effective)! yet unusually free from side 
effects —less than one per cent incidence of drowsiness.'-3 


1-Phenylephrine — Unusually long-acting oral vasocon- 
strictor* relieves nasal blockage, promotes better drainage — 
without local pathologic changes reported with topical 
agents. Relieves bronchial spasm. 


Aspirin and Phenacetin — Analgesic-antipyretic 
synergists, to relieve fever, aches and pains. Freedom from 
antihistamine drowsiness obviates need for drug stimulants. 


Ascorbic Acid — High levels of vitamin C aid in preventing 
nasal edema due to impaired vascular and mucous membrane 
integrity,’ and replenish adrenal ascorbic acid reserves.‘ 


for symptomatic relief of colds, hay fever, and sinus congestion 


Each tablet contains: 

Isothipendyl HCI (“Theruhisting) . . . . . . . . . 


DOSAGE: Adults, 2 tablets initially. Thereafter, and 
until symptoms disappear, ‘1 tablet every four hours. 
Children (6 to 12), half the adult dose. 


SUPPLIED: Bottles of 100 and 1,000 tablets. 


cA yerst Laboratories, New York 16, N.Y. + Montreal, Canada 


REFERENCES: 1. New and Unused Therapeutics Committee, Am. Coll. Allergists: 
Ann. Allergy 16:237 (May-June) 1958. 2. Spielman, A. D.: Ann. Allergy 16:242 
(May-June) 1958. 3. Spielman, A. D.: New York J. Med. 57:3329 (Oct. 15) 
1957. 4. Hunnicutt, L. G.: Bull. Vancouver M. A. 28:348 (July) 1952. 5. Hunni- 
cutt, L. G.: Bull. Vancouver M, A. 28:352 (July) 1952. 6. Pirani, C. L.: 
Metabolism 1:197 (May) 1952. 
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ITRAGAG Tablets 
Gin. and 
im carborate.One 
TITRALAG Liquid 
two tablets. 


and with a SPasmolytic. 


TRALAC SP 


CFITRALAG 4ormuta. 6.5 mg. 
homatropine methy!bromide) 


MOREE 


SOMEMLASS PHARMACDUTICALS 
of NEUTRAPENS 
for reactions. 
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a HOMAGENET 


Microphotograph of Microphotograph of usual vitamin product 
St The photographs above point out the difference between 

A 5. Homagenets and many vitamin products. By means of the 

Bre homogenization process, both oil and water soluble vitamins 

are presented in microscopic particles. Due to the fine particle 

size, there is much greater surface exposure, which permits 

quicker absorption and better utilization. This has been 

clinically proved by Lewis and others.! 


1. Lewis, J.M., et al.: J. Pediatrics, 3/:496 


a The only homogenized vitamins in solid form 


THE S.E. FMPASSENGILL COMPANY bristoi, tennessee 
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Here 
are the advantages 


of 


the only 
homogenized vitamins 


in solid form 


The advantages of 
HOMAGENETS 


Pleasant, candy-like flavor 


Better absorbed, better utilized 


Excess vitamin dosage unnecessary 
e Longer storage in the body 
e No “fishy burp” 


e@ May be chewed, swallowed or dissolved 
in the mouth. 


HOMAGENETS are available in five formulas: 


PEDIATRIC—Children like the orange-flavored, candy-like taste. 


PRENATAL—Contains iron and calcium as a dietary supplement 


during gestation. 


GERIATRIC—A complete formula for the prevention of vitamin- 


mineral deficiencies. 


AORAL—Useful in the treatment of certain types of skin disorders. 


THERAPEUTIC—Particularly indicated during convalescence and 


stress periods. 


*U.S. Pat. 2676136. Other Pat. Pending 


Currently, mailings will be forwarded only at your request. Write for samples and literature. 


THE S.E. FAJPASSENGILL COMPANY Bristol, Tennessee - New York - Kansas City - San Francisco 
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for prompt control of 


senile agitation 


THORAZINE” 


(chlorpromazine, S.K.F.) 


‘Thorazine’ can control the agitated, belligerent senile 
and help the patient to live a composed and useful life. 


() Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 


Voi. 58, JAN. 1959 
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diarr 


solves acute diarrheal disease problems... 


@ swiftly relievessymptoms gg rapidly destroys 
bacterial pathogens (bactericidal rather than bacteriostatic) 
@ succeeds where others fail against the enteric “problem 
pathogens” — increasingly prevalent, refractory strains 
of Staphylococcus, Escherichia, Salmonella and Shigella 


... Without creating new problems 


4 @ does not upset the balance of normal intestinal flora 
@ does not encourage monilial or staphylococcal overgrowth 
@ does not induce significant bacterial resistance 


A PLEASANT ORANGE-MINT FLAVORED SUSPENSION 
containing FUROXONE, 50 mg. per 15 cec., with kaolin and pectin 
w= For patients of all ages (may be mixed with infant formulas, 
passes through a standard nursing nipple) m Dosage: Should 
provide (in 4 divided doses) 400 mg. daily for adults, 5 mg./Kg. daily 
for children m Supplied: bottles of 240 cc. (also: FUROXONE Tab- 
p lets, 100 mg. scored, bottles of 20 and 100) 


THE NITROFURANS-—-a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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relief from the suffering and 
mental anguish of 


ancer 


THORAZINE 


one of the fundamental drugs in medicine 


Gf) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 


Vor. 58, JAN. 1959 
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Ready to use- 


CARNALAC is a standard Carnation Evaporated Milk formula, as usually 
specified—in convenient ready-prepared form. The mother just adds water. 
Soon, your Carnation Company representative will call to give you com- 
plete, detailed information on the new product and useful service material. 


IFY CARNATION 


OW 2 WAYS TO SPEC 


Gination 


1. for maximum 


' 2. for maximum 
convenience 


flexibility 
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Thorazine 


(chlorpromazine, S.K.F.) 


one of 
the 
fundamental 
drugs 
in 
medicine 


‘Thorazine’ is a valuable therapeutic agent in nearly all fields of medicine 
because of its three fundamental properties: 

* capacity to alleviate anxiety, tension and agitation without dulling 

mental acuity 

e profound antiemetic effect 

e ability to potentiate narcotics and sedatives 
Available: Tablets, Spansule* sustained release capsules, Ampuls, Mul- 
tiple dose vials, Syrup and Suppositories. 


Gf) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 


A-43 


‘ft 
3 
és 
ig: 
7 
2 


announcing 
new topically superior 


now available 
for topical application in dermatotherapy 


Kenalog (triamcinolone acetonide) is a new synthetic corticoid compound with powerful 
anti-inflammatory and antipruritic action. Developed by the Squibb Institute for Medical 
Research, and evaluated during preliminary clinical trials in over 1,000 patients, Kenalog 
used topically has demonstrated its greater effectiveness in controlling most common 
dermatoses.' Symptoms of itching and burning are dramatically relieved after topical application 
of Kenalog.'? A superior agent for both acute and chronic dermatoses, its greater 
anti-inflammatory action is most clearly apparent in the treatment of chronic, therapeutically 
refractory conditions, such as chronic eczematous dermatitis.? Complete resolution is often 
obtained with Kenalog where other topically applied steroids have failed.’ 


Kenalog in ointment, cream or lotion form may be used for treatment of a wide variety of dermatoses including: 


Atopic dermatitis Seborrheic dermatitis Lichen simplex chronicus 
Contact dermatitis Insect bites Exfoliative dermatitis 
Eczematous dermatitis Pruritus ani Stasis dermatitis 
Neurodermatitis Pruritus vulvae Nummular eczema 


SQUIBB {Xi ) Squibb Quality — the Priceless Ingredient 
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steroid 


Kenalog safely and effectively provides for prompt symptomatic relief as well as control of many 
common dermatologic disorders.'-” 


In double-blind tests in 309 patients comparing 0.1% Kenalog and 1.0% hydrocortisone, 
Kenalog exhibited superior anti-inflammatory, antiallergic and antipruritic activity. 


Hydro- 
Total Kenalog cortisone Neither Equally 
Investigator Cases Superior Superior Effective Effective 
Goodman’ 50 32 3 15 
Smith et al.* 109 75 3 3 28 
Fitzpatrick et al. 120 61 5 54 
Lerner® 30 20 4 1 5 
309 188 15 4 102 


Kenalog is extremely well tolerated locally. No systemic toxicity has been observed in clinical 
studies, published and in progress, involving over 1,000 patients.'* Metabolic studies show that 
ing: | there is no electrolyte disturbance when Kenalog is applied topically.'*° 


. Reports - the Squibb Institute for Medical Research. Supply 


1 

: — Cc. ~ ‘ sie <2 Research Notes 1:5 (Oct.) 1958. Kenalog cream, 0.1% — 5 Gm. and 15 Gm. tubes. 

.» Goodman, Pp Kenalog lotion, 0.1% — 15 cc. plastic squeeze bottles. 
4. Smith, J.'G.; Zawisza, R. J., and Blank, H.: Ibid. p ee 

5 Fitzpatrick, Ty Crowe, FW, and Walker, &. As ibid. p. 12. Kenalog ointment, 0.1% — 5 Gm. and 15 Gm. tubes. 

. Lerner, A. 

7, Robinson, R. C. V.: ‘Bull, School of Med., U. Maryland 43:54 (July) 1958. 
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from 
clinical and experimental 
studies 


with Softran 


NEW TRANQUILIZE 


Provides effective tranquilization with phy 
iological safety. 


Often reduces hypertension by means 0 
extended relaxation. 


8 Allows natural sleep by releasing tensions 


Softab form is convenient...can be take 
anywhere, anytime, no water needed. 


Softran is a “true” tranquilizer 


Pharmacologic screening involving four distinct types of techniques has demo 
strated that buclizine [soFTRAN] is a “‘true’’ tranquilizer. The experimental anima 
did not exhibit motor stimulation or depression often seen with a number of agents 
currently being used as tranquilizers. Cutting, Windsor; Baslow, Morris; Read| 
Dorothy, and Furst, Arthur, School of Medicine, Stanford University, Stanford 
California: The Use of Fish in the Evaluation of Drugs Affecting the Central Nervous 
System, submitted for publication 


Softran is effective for mild to moderate anxiety-tension states 


Studies with buclizine [SoFTRAN] indicated it to be a potent and versatile cee 


tic agent with clear-cut tranquilizing properties. It was found to be an effective 
ataraxic agent for mild to moderate anxiety-tension states and mild senile agitation... 

With the tensions and stresses of everyday life mounting to a new high every day, 
the need for such preparations is apparent. The absence of habituation and tolerance 
... makes it of especial value. Additional properties of antihistaminic, anti-nauseant, 
anti-motion sickness and hypotensive activity make buclizine [sorTRAN] a valuable 
compound in this field. Settel, Edward, M.D., Brooklyn, New York: Buclizine, a 


new Tranquilizing Agent, submitted for publication. i ) 


Softran produced no undue drowsiness or other side effects 


In studies using buclizine [sortRAN] for patients with anxiety associated with infer- 
tility SOFTRAN was found to be an effective tranquilizer. In doses of 50 mg. twice 
daily adequate effectiveness was obtained without undue drowsiness or other notice- 
able side effects. Schultz, John M..M.D., Miami, Florida: Excerpt from clinical study. 
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Formula: 


Usual dosage: 


One 50 mg. tablet, 1 to 3 times daily 
CuILpren: One 25 mg. tablet, 1 to 2 times daily. 


an is a Superior tranquilizer in disturbed menopausal patients 


We have been using buclizine hydrochloride [SoFTRAN] for six months on over 200 
patients, both obstetrical and gynecological. We have found it to be a very superior tran- 
quilizer in those patients who are at the menopause age and require adjuvant therapy to 
ordinary hormone replacement. . . It has been universally well tolerated. In only two cases 
in the entire group has there been objectionable lassitude or drowsiness. These have been 
counteracted very simply by the use of amphetamine compounds. We can unhesitatingly 
recommend it for use in such cases. Rutherford, Robert N., M.D., Seattle, Washington: 
Excerpt from clinical study. 


an often reduces hypertension 


It is particularly noteworthy that systolic blood pressure is often reduced in patients with 
essential hypertension. Diminution of psychic stress factors is apparently responsible for 
this hypotensive effect. Settel, Edward, M.D., Brooklyn, New York: Buclizine a New 
Tranquilizing Agent, submitted for publication. 


an relieved anxiety symptoms associated with infertility 


Buclizine [SoFTRAN] and placebo were employed in a double blind study conducted with 
patients having anxiety symptoms associated with infertility. Marked tranquilizing proper- 
ties were observed with the buclizine-containing preparation [SOFTRAN]. An effective 
daily dose was 2 tablets (50 mg. each). The product was well tolerated; side effects, such 
as drowsiness, were minimal. Tyler, Edward T., M.D., Los Angeles, California: An 
Evaluation of the Use of Tranquilizing Agents in Infertility, submitted for publication. 
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Buclizine Hydrochloride..................50 mg. & 25 mg. 
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Softabs* 


THE STUART COMPANY 
PASADENA, CALIFORNIA 
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NEW...prenatal supplements 


Natalins® Comprehensive 


Vitamins and minerals, Mead Johnson 


tablets 


12 significant vitamins and minerals 


Natalins’® Basic 


Vitamins and minerals, Mead Johnson 


tablets 


4 basic vitamins and minerals 


\ 


both especially for multiparas 


convenient one-a-day dosage 


two formulations to meet indi- 
vidual needs of your patients 


The need of the multipara for sup- 
plemental nutrition may be greater 
as successive pregnancies deplete 
her stores of nutrients. Anemia has 
been found to occur more fre- 
quently in multiparas than in 
primigravidas'— 

Natalins Comprehensive and Basic 
meet this need generously —iron 
(40 mg. per tablet), ascorbic acid 
(100 mg. per tablet) and calcium 
(250 mg. per tablet). 


1. Traylor, 5. B., and Torpin, R.: Am. J. Obst. & Gynec. 61:71-74 Uan.) 1951. 


Mead Johnson 


Symbol of service in medicine 


4 
4 
q 
4 
: Ss 
| 
‘ 
a 
— 


now...with ‘Vi-Sol’ vitamin drops and tablets 


A A and form \© for each child 


you can select the formulation [3] 


Tri -Vi os S re) - When you prescribe ‘Vi-Sol’ drops for your infant patients, remem- 


2 bacte eitnsiline, Mead Delian ber that 3 out of 4 have older brothers and sisters* who will welcome 


drops / tablets new ‘Vi-Sol’ soluble tablets. They taste delicious, dissolve readily 
FA in the mouth. Mothers are spared the bother of spoons and liquids 
P Poly-V i-So r ...children take the tablets by themselves. 
drops / tablets *Based on data from the National Office of Vital Statistics. 
Deca-Vi-Sol° 
10 significant vitamins, Mead Johnson \ Mead Joh nson 
drops / tablets Symbol of service in medicine 


Swersatile vitammm supplemen ‘or child in the family 
gy 
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(sulfamethoxypyridazine, Parke-Davis) 


therapeutic sulfa level 

| ; 


for hours with single tablet 


MIDICEL differs from ordinary sulfonamides because it affords all these clinical advantages: 
1 tablet-a-day schedule—greater convenience and economy for patients - rapid effect—prompt 
absorption - prolonged action — effective plasma and tissue concentrations sustained day and night 
with 1 tablet daily - wide antibacterial spectrum —effective in urinary tract infections, upper 
respiratory infections, bacillary dysenteries, and surgical and soft tissue infections,due to sulfona- 
mide-sensitive organisms - well tolerated —low dosage and high solubility minimize possibility of 
crystalluria. 


Adult Dosage: Initial (first day) —2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) for severe 
infections. Maintenance — 1 tablet (0.5 Gm.) daily. Children’s Dosage: According to weight. See literature for details 
of dosage and administration. Available: Quarter-scored tablets of 0.5 Gm., bottles of 24, 100, and 1,000. 
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Exactly how 


does new Halodrin* restore the 
“premenopausal prime” 


in postmenopausal women? 


Webster defines “prime” as the period of greatest health, strength, and beauty. In a woman, these are the 
childbearing years between puberty and menopause—the years when her hormone production is highest. 


The inevitable reduction in this hormone production as she enters the menopause often results in physical 
discomfort in the form of hot flushes, nervousness, insomnia, or a multiplicity of other symptoms with which 
you are familiar. Superimposed on this physical picture is the psychic trauma brought on by this unavoidable 
evidence of aging. The thing that brings her to a physician is simply that she “feels bad.” 

You can’t make her 35 again—but the odds are good that you can make her feel like it! The secret is a 
combination of reassurance and hormones. The exact form and amount of the former defy objective analysis, 
but the latter can now be provided with scientific precision. Reduced to essentials, here is the explanation ot 
exactly how hormones—in the form of Upjohn’s new Halodrin—restore the “premenopausal prime.” 

The normal premenopausal woman excretes estrogens in the urine in the form of estradiol, estrone, and 
estriol, in an approximate 28-day average ratio of 39:15:46. Starting with this urinary excretion of estrogens, 
it is possible to calculate backwards and estimate the amount of estradiol that must have been secreted endo- 
genously in order to produce these urinary levels. This is possible because the proportion of estrogens which 
appears in the urine following parenteral administration has been established in castrated women. 


On this basis, the average endogenous output of estrogens is about 160 micrograms per day during a 
menstrual cycle, and 80 micrograms per day in postmenopausal women (see chart opposite). Therefore, the 
restoration of the “premenopausal prime” in the postmenopausal woman requires the replacement of approxi- 
mately the equivalent of the 80 micrograms of estradiol per day that she no longer secretes endogenously. 

Oral ethinyl estradiol is about 2 to 2 times as potent as parenteral estradiol. Therefore, the replacement 
of 80 micrograms of endogenous estradiol production per day is accomplished by the oral administration 
of 32 to 40 micrograms of ethinyl estradiol per day. 


Each Halodrin tablet contains 20 micrograms of ethinyl estradiol, which means that the recommended 
dosage of 2 tablets per day provides 40 micrograms of ethinyl estradiol. This offsets the loss of 80 micrograms 
of endegenous estradiol production in the menopausal woman; i.e., restores the “premenopausal prime.” 

Each Halodrin tablet also contains 1 mg. of Upjohn-developed Halotestin* (fluoxymesterone)—the most 
potent oral androgen known. The primary purpose is to “buffer” the ethinyl estradiol just enough to prevent 
breakthrough bleeding, which is obviously undesirable in the menopause. It also exerts other beneficial hor- 
monal effects, one of which, in common with ethinyl estradiol, is a powerful anabolic action so desirable in 


patients of advanced years. ‘ 
| 


SETRADEMARK, REG. U.S. PAT. OFF. COPYRIGHT 1958, THE UPJOHN COMPANY 
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Endogenous estrogen secretion (meg./24 hours) 
(calculated from average 24-hour urinary excretion 
of estradiol, estrone, and estriol) 


Menstruation 
4 
360 
= 
340 
320 
300 
280 
260 
240 
220 
200 
Average daily secretion, 
180 premenopausal 
140 
120 
100 
Average daily secretion, 
60 postmenopausal 
40 
20 
0 
-12 -10 -8 -6 -4 —-2 ® +42 +4 +46 +48 +10 +12 +414 
Days from ovulation 
Vor. 58, Jan. 1959 
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to be recommended for us 
adaptability to the many and > 2 
varied clinical contingencles» 
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Lown, B.. and Levine, s. A.: Current Concepts in Digitalis Therapy: a 
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designed to be equally effective as both ANC 
a MUSCLE RELAXANT — 
QTRANOUILIZER 
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the first true*TRANQUILAXANT™* 


offering new freedom for your patients... from muscle spasm, 


0 gas 


from tension and anxiety, from side effects 
[ <L. tranquillus, quiet; L. laxare, tj 
loosen, as the muscles] 


per 
EXCEEDS OLDER DRUGS UP TO 4 TIMES IN PERCENTAGE OF CLINICAL EFFICACY (Lichtman 


The results of clinical studies of over 4000 patients by 105 physicians demonstrate that TRANCOPAL often is effective whe 
other drugs have failed. From these studies it is clear that TRANCOPAL probably can provide more help for a greater number o 
tense, spastic, and/or emotionally upset patients than any other chemotherapeutic agent in current use. 
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MNCOPAL...the first true “tranquilaxant” 


h a muscle relaxant and a calmative agent. 


musculoskeletal disorders, 91 per cent effective. 


anxiety and tension states, 93 per cent effective. 


er incidence of side effects than with zoxazolamine, 
hocarbamol or meprobamate. 


» known contraindications. Blood pressure, pulse 
e, respiration and digestive processes unaffected 

/ therapeutic dosage. No effects on hematopoietic 
wstem or liver and kidney function. 


w toxicity. In animals, even less toxic than aspirin. 


) gastric irritation. Can be taken before meals. 


) clouding of consciousness, no euphoria or 


t. laxare, 


» perceptible soporific effect, even in high dosage. 
-ichtman) 
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-LINICAL RESULTS IN 4092 PATIENTS ** 


EXCELLENT 


2929 Patients 


EXCELLENT 4 
42% TOTAL 4092 Patients 


MAJOR IMPROVEMENT 


HOGENIC CONDITI 
1163 Patients 


**Cooperative Study, Department of Medical Research, Winthrop Laboratories. 
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Compare Trancopal with 3 widely 
used central relaxants 


FOR ACTIVITY 


Single Dose 


TRANCOPAL = 100m. 


Meprobamate & = 400 mg. 
Zoxazolamine = 500 mg. 


Methocorbamol og = 1000mg. 


Daily Dose 
Same as above, t.i.d. 


Considering the usual human dose, Trancopal, the 
first true “tranquilaxant,” is four to ten times as 
potent per milligram. 


FOR SAFETY 


Mice=LD,, 
Safety Ratio = 
Usual Human Dose 


TRANCOPAL Meprobamate Zoxazolamine Methocarbamol 
Comparative pharmacologic tests showed that 
Trancopal is up to thirteen times as safe, or up 
to thirteen times less toxic. The measure of safety 
was the LDso in mice/usual human dose. 


FOR CLINICAL EFFECTIVENESS 


TRANCOPAL Meprobamate Methocarbamo! Zoxazolamine 


A clinical comparison in low back pain, torticollis, 
bursitis and anxiety states showed that Trancopal 
is up to four times as effective. Each of 40 pa- 
tients received all four drugs in random rotation 
for several days. While each of the four drugs 
gave some relief, only the one providing the most 
effective relief was recorded. 


\sthm 


TRANCOPAL thoroughly 


evaluated clinically 


“In the treatment of conditions associated with skeletal muscle 
spasm there was a high percentage of satisfactory results 
(excellent, good or fair) in 310 patients (94%) out of 331 treated, 
... In 120 patients with simple anxiety or tension states results 
were satisfactory in 114 (95%). Dosage of chlormethazanone 
in all cases was 100 mg. t.i.d. As well as relieving the anxiety 
or tension state, chlormethazanone also allowed these patients 


to resume their usual occupations.” 
(Lichtman) 


“The effect of this preparation in these cases [skeletal muscle 
spasm] was excellent and prompt...” 


Trancopal “. .. was effective in relieving the symptoms of 
anxiety ... [with a] profile of pharmacologic actions 


similar to meprobamate.. .” 
(Mullin and Epifano) 


“We have just started using it [Trancopal] for relaxing spastic 


musculature and are very much encouraged.” 
(Baker) 


the first true “TRANQUILAXANT” 


Dosage: One Caplet (100 mg.) orally three or four times daily. Relief 
of symptoms occurs in fifteen to thirty minutes and lasts from four to six 
hours. 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


(| Laboratories New York 18, N. Y. 


* Baker, A. B.: Modern Med. 26:140, April 15, 1958. + Cohen, A. !.: In preparati * Coop 
Study, Department of Medical Research, Winthrop Laboratories. * Gesler, R. M., and Coulston, Fa 
Toxicol. & Appi. Pharmacol. To be published. + Gesler, R.M., and Surrey, A. R.:; J. Pharmacol. & Exper 
Therap. 122:24A, Jan., 1958. * Gesler, R. M., and Surrey, A. R.: J. Pharmacol. & Exper. Therap 
122:517, April, 1958. + Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. * Mullif, 
W. G., and Epifano, Leonard: To be published. » Surrey, A. R.; Webb, W. G., and Gesier, R. Mt 
J. Am. Chem. Soc. 80:3469, July 5, 1958. 
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Low back pain- Anxietyand 
_(lumbago) _ tension states 
hritis Emphysema. 
Fibrositis 
_Jointdisorders 
(ankle sprain, Muscle spasmin 
is elbow, etc. paralysis 
Postop V Ipleg 
poliomyelitis 


All this for 
one monthly fee 


¥ Enjoy the most modern x-ray facilities . . 
avoid obsolescence losses 


# No surprise “extras” — covers periodic in- 
spection, maintenance, replacement tubes, 
parts 


¢ Freedom to add or replace equipment as 
improvements appear 


¢ G.E. pays for insurance. . . assumes prob- 
lem of collecting for equipment damage 


¢ GE, pays local property taxes 


‘4 From 
Mile without capital outlay 


the difference is 


M: rvice 


rental 


Here’s the perfect answer for a cost-saving 
x-ray installation, easy to keep abreast of im- 
portant new developments, G-E Maxiservice 
ties up vone of your capital ... eliminates 
trade-in losses — progress determines your 
time for exchange, not finances. In effect, you 
contract for utility, convenience, flexibility 
: and service, not for just equipment. 

For complete details, contact your G.E. 
: X-Ray representative, or clip coupon below 
for your copy of our new 
Maxiservice booklet. 


of 


stic 


X-RAY DEPARTMENT ee ~ 
GENERAL ELECTRIC CO. 
Milwauk 1, Wi in, Room R-17 


Send your new 12-page MAXISERVICE booklet to: 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 


Name. 


pwr 


Peter 
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in the 
patient: 


95% effective in published cases‘** 


Wit 


No. of be 
Conditions treated Patients Improved Failure 
ALL INFECTIONS 558 80 30 
Respiratory infections 258 31 19 
Pharyngitis and/or tonsillitis 65 5 2 
Infectious asthma 44 — 6 
Otitis media 31 2 _ 
Other respiratory 28 7 4 
(bronchitis, bronchiolitis, 
bronchiectasis, pneumonitis, 
laryngotracheitis, strep throat) 
Skin and soft tissue infections 230 a 38 1 
Infected wounds, incisions and ‘sy 
lacerations 41 s 8 ~ 
Abscesses 51 8 
Furunculosis 58 6 1 
Acne, pustular 43 2 ae 15 ~ 
Other skin and soft tissue 18 1 
(infected burns, cellulitis, 
impetigo, ulcers, others) a 
Genitourinary infections 28 19 3 6 
Acute pyelitis and cystitis 10 2 
Urethritis with gonorrhea or cystitis 8 4 
Pyelonephritis 4 1 ~ 3 
Salpingitis 5 1 1 3 
Pelvic inflammation with endometriosis 1 - 
Miscellaneous 42 ‘ 30 8 4 
(adenitis, enteritis, enterocolitis, i 
subacute bacterial endocarditis, fever, = 
hematoma, staphylococcus carriers, 
osteomyelitis, tenosynovitis, septic 
arthritis, acute bursitis, periarthritis) 
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Other Tao advantages: 


Rapidly absorbed—stable in gastric acid? TAO 
needs no retarding protective coating 

Low in toxicity — freedom from side effects in 96% 
of patients treated; cessation of therapy 
is rarely required 

Highly palatable — “practically tasteless”” active 
wr in a pleasant cherry-flavored | 

medium 


Dosage and Administration: Dosage varies accord- 
ing to the severity of the infection. For adults, the 
average dose is 250 mg. q.i.d.; to 500 mg. q.i.d. in 
more severe infections. For children 8 months to 
8 years, a daily dose of approximately 30 mg./Kg. 
body weight in divided doses has been found effec- 
tive. Since TAO is therapeutically stable in gastric 
—. it may be administered without regard to 
meals. 


Supplied: TAO Capsules—250 mg. and 125 mg., 
bottles of 60. TAO for Oral Suspension—1.5 Gm., 
125 mg. per teaspoonful (5 cc.) when reconsti- 
eres unusually palatable cherry flavor; 2 oz. 

e. 


References: 1. Koch, R., and Asay, L. D.: J. Pediat., 
in press. 2. Leming, B. H., Jr., et al.: Paper presented 
at the Symposium on Antibiotics, Washington, D. C., 
Oct. 15-17, 1958. 3. Mellman, et al.: Paper presented 
at the Symposium on Antibiotics, Washington, D. C., 
Oct. 15-17, 1958. 4. Olansky, S., and McCormick, G. E., 
Jr.: Paper a at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 5. Shubin, H., 

et al.: pron tent Annual 1957-1958, New York, N. Vu 

Medical: Encyclopedia, Inc., 1958, p. 679. 6. Isenberg, 
H., and Karelitz, S.: Paper presented at the Symposium 
on Antibiotics, Washington, D. C., Oct. 15-17, 1958. 
7. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy 
5:527 (Aug.) 1958. 8. Kaplan, M. A., and Goldin, M 

Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 9. Truant, J. P.: 
Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 


in the 
laboratory: 


over 90% effective 
against resistant staph 


COMPARATIVE TESTS BY THREE METHODS 
(DISC, TUBE DILUTION, CYLINDER PLATE) 
ON 130 STAPHYLOCOCCI? 


Tao dosage forms — 
for specific clinical situations 


Tao Pediatric Drops 

For children— flavorful, easy to administer. 
Supplied: When reconstituted, 100 mg. per cc. 
Special calibrated droppers—5 drops (approx. 
25 mg. of TAO) and 10 drops (approx. 50 mg. of 
TAO). 10 cc. bottle. 


42.4% 


_]90.0% 
97.7% 
93.4% 
100.0% 


Tao-AC (Tao analgesic, antihistaminic compound) 


To eradicate pain and physical discomfort in 
respiratory disorders. 


Supplied: In bottles of 36 capsules. 


__| 88.6% 


(a0 with triple sulfas) 


For dual control of Gram-positive and Gram-nega- 
tive infections. 


Supplied: Tablets, bottles of 60. Oral Suspension, 
botties of 60 cc. 
intramuscular or Intravenous 
For direct action—in clinical emergencies. 
Supplied: In 10.cc. vials. 


antibiotic A 2-10 units tao 2-15 mcg. 
antivioticB 5-30 mcg. Antibiotic D 2-15 mcg. 
oO Antibiotic C 5-30 mcg. i Antibiotic E 5-30 mcg. 


Percentage of organisms inhibited by the range of 
concentrations listed for each antibiotic. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the Worid’s Well-Being 
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The drug that lowered this 


atient’s blood pressure 


for the first without 
side effects now available 


e ® 
T.M. 


your prescription... 
full story. i | 


Created by CI BA 
World Leader in 
Hypertension Research 


the 
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a major improvement in rauwolfia 


a major advance in antihypertensive therapy | 


Developed after three years of basic research, proved during one of 
the most extensive clinical trials in pharmaceutical history, here is 


what Singoserp can do: 


Patient P. K. was first seen with a blood 
pressure of 220/138 mm. Hg; he com- 
plained of headache, palpitation, 
nervous tension and hyperhidrosis. 


Hospitalized briefly for observation and treatment, 
he was placed on a 4-Gm. sodium diet, plus chloro- 
thiazide and mecamylamine regulated according to 
b.p. reading, which he was taught to take himself. 


One month later his blood pressure was 140/104; 
he complained of dryness of mouth, chest pain, 
constipation and nocturia (twice a night). He was 
then started on Singoserp (0.5 mg. daily) with in- 
structions to reduce the other medications to the 
extent possible, as evidenced by his b.p. readings. 


After five months on Singoserp the patient’s blood 
pressure ranged between 120/84 and 140/100. No 
mecamylamine was required; only 14 the original 
dose of chlorothiazide was required. One month 
later, chlorothiazide was stopped and the patient 
was maintained on Singoserp alone, 1 mg. b.i.d. 
Favorable blood pressure response continues and 
patient feels well. Since taking Singoserp patient 
reports no chest pain, no mouth dryness, no other 
side effects. 


Journat A.O.A. 


| 
i 
a 


TM. 
in S r Solves the Side Effects Problem 
in Most Hypertensive Patients 


(syrosingopine CIBA) 


1. For new hypertensive patients Singoserp is the ideal antihyperten- 
sive drug for new patients because it lowers blood pressure without 
creating the side effects problem posed by conventional rauwolfia agents. 


2. For hypertensive patients already undergoing drug treatment 
Singoserp, added to any antihypertensive regimen, makes it possible 
to maintain blood pressure levels achieved with more potent agents, 
while reducing their dosage requirements—or even eliminating them 
altogether in some cases. 


infrequent side effects_«The chief advantage of [Singoserp] over 
other Rauwolfia derivatives seems. ..to be the relative infrequency with 
which it produces disturbing side effects.” 


Less sedation_ “Jt [Singoserp] is approximately equipotent to reserpine 
as a hypotensive agent but is definitely less sedative or tranquilizing.” 


Depression relieved— those patients who had been depressed, 
[Singoserp] was substituted for other Rauwolfia preparations and within 
a period of one to two weeks this depression was relieved.’ 


OCH; 4 Created in the laboratory by altering the 
oc _Nofoon, reserpine molecule so as to preserve its antihy- 
pertensive property and virtually eliminate its 

undesirable side actions. 


OCH, 


: In New Patients: Average initial dose, 1 to 2 tablets (1 to 2 mg.) daily. Some 
patients may require and will tolerate 3 or more tablets daily. Maintenance dose will 
range from 14 to 3 tablets (0.5 mg. to 3 mg.) daily. When necessary for adequate con- 
trol of blood pressure, more potent agents may be used adjunctively with Sin 
in doses below those required when they are used alone. In Patients Taking Other 
Antihypertensive Medication: Add 1 to 2 Singoserp tablets (1 to 2 mg.) daily. Dosage 
of other agents should be revised downward to a level affording maximal control of 
blood pressure and minimal side effects. 


Supplied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. 


References: 1. Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, 
ig and Wright, J. C.: To be published. 2. Wolffe, J. B.: Mod. C I B A 
2/2636MK-2 Med. 26:253 (Feb. 1) 1958. 3. Bartels, C. C.: To be published. SUMMIT, N. J. 


Vor. 58, Jan. 1959 


a 
a 
7 
| 
| 
} 
| 
| 
| 
} 
| 
CH,0 N 
N 
H 
| 
| 
re) 
CH,0-C~ 
| 
| 
| 
A465 


IS THIS YOUR PATIENT? 


EARLY POSTMENOPAUSE LATER POSTMENOPAUSE 70 AND OVER 
Complains of low back pain, vague Back pain is severe, spreading to Fracture of hip after a minor fall 
aches and fatigue hips (“girdle pain”) X-ray reveals fracture of neck of femur 


Posture is poor Patient is round shouldered, X-ray reveals compression fractures 


No x-ray evidence of bone lesions walks with a stoop 


of lower vertebrae 


These three patients have osteoporosis. Early diagnosis 
and treatment with “Formatrix” is important because 
osteoporosis is probably the only age change that can be 
averted. With “Formatrix” therapy, relief from the symp- 
toms of low back pain, vague aches and fatigue may be 
obtained in as little as a few weeks. ““Formatrix” supplies 
the essential materials to stimulate increased bone forma- 
tion and prevent further loss of bone substance that leads 
eventually to loss of height, stooped posture, and dis- . 
abling fractures. 


The highest incidence of osteoporosis may be found 
among the 14,000,000 women in the U.S.A. who are 
55 years of age and over. Some investigators claim that 
almost all women past the menopause will show some 
degree of osteoporosis; furthermore, if all these women 
were examined carefully, 50 per cent would show x-ray 
evidence of decreased bone mass. 


AYERST LABORATORIES 
New York 16, N. Y. * Montreal, Canada 
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X-ray reveals compression fractures 


of lower lumbar vertebrae 


Suspicion may be the handiest diagnostic tool since pre- 
senting symptoms vary from mild to severe and in- 
capacitating pain, and no x-ray evidence of spinal degen- 
eration is available until about 30 per cent of the bone 
matrix is lost. Between these two extremes there are 
other signs of estrogen deficiency such as wrinkled and 
thinning skin, a tendency to appear older than stated 
years; there may also be hypercalciuria when postmeno- 
pausal osteoporosis is complicated by acute osteoporosis 
of disuse. 


Osteoporosis is primarily an atrophic condition of bone 
matrix formation and any factor that depresses osteo- 
blastic activity or retards the formation of protein and 
connective tissue such as prolonged immobilization, cor- 
tisone therapy, or malnutrition will favor development 
of osteoporosis in both male and female. 
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“FORMATRIX” contains three most essential bone 
building materials necessary for matrix formation, estro- 
gen, androgen and vitamin C. 


The estrogen component of “Formatrix” stimulates 
osteoblastic activity, thus aiding calcium and phos- 
phorus deposition; it also imparts a feeling of “‘well- 
being.” The anabolic action of methyltestosterone pro- 
motes the synthesis of protein and restores a positive 


“FORMATRIX” — each tablet contains: 


Conjugated estrogens equine 000 


nitrogen balance. Together, these hormones have a 
greater effect on bone and protein metabolism than either 
alone, and side effects are minimized because of the 
opposing action of the two steroids on sex-linked tissues. 
Vitamin C plays an important role in formation of inter- 
cellular cement substance and amino acid synthesis. 
“Formatrix” has a large amount of vitamin C to aid in 
new bone matrix formation and to further help in the 
healing of fractures. 


1.25 mg. 
10.0 mg. 


Dosage: 1 tablet a day — In the female, three weeks of treatment with a rest period of one week between 


courses is recommended. 


Supplied: Tablets, bottles of 60 and 500. 


EARLY POSTMENOPAUSE 
No x-ray evidence of bone lesion 


LATER POSTMENOPAUSE 


X-ray reveals compression fracture 
of lower vertebrae 


LITERATURE AVAILABLE ON REQUEST 


70 AND OVER 
X-ray reveals fracture of neck of femur 


TO RELIEVE LOW BACK PAIN —TO PROMOTE HEALING OF FRACTURES 


in osteoporosis 


for matrix formation 
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there’s pain and 

inflammation here... 
it could be mild 

or severe, acute or . 

chronic, primar 


| ae reli 
pr 
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more potent and comprehensive treatment 

a than salicylate alone 
_assured anti-inflammatory effect of low-dosage 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate?’* brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


..much less likelihood of treatment-interrupting 
side effects'* . . . reduces possibility of residual 
injury ... simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 

desired response is obtained, gradually reduce daily dosage 

and then discontinue. ‘ 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 

precautions: Because siGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of SIGMAGEN. 


in 
any 
case 
It calls 


ign salicylate ag tablets 


Composition 
METICORTEN® (prednisone) ...............cccceececeeeee 0.75 mg. 
Acetylsalicylic acid 
Aluminum hydroxide ... 


Packaging: sicmMaGEN Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 
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Your difficult rheumatic patient... 


through effective relief and rehabilitation 


Robins 
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For the patient who does not require steroids 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 


In each enteric-coated tablet: 


Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 
Sodium 

para-aminobenzoate ...... 0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 


Potassium salicylate ..........0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ......0.3 Gm. (5 gr.) 
Ascorbic acid .0 mg. 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage. . . satisfac- 
tory remission of rheumatic 
symptoms in 85% of patients 
tested. 


In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium salicylate .......... 
Potassium para-aminobenzoate.. 0.3 Gm. 
Ascorbic acid .0 mg. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA © Ethical Pharmaceuticals of Merit since 1878 
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POSITIVE EVIDENCE 


THAT INCREASES 


MUSCLE STRENGTH 
AND ENDURANCE 


in less than five months, record of squeeze-bulb test shows 
repetition frequency increased from 31 to 50 consecutive times 
in left hand—much improved in right.* 


*SQUEEZE-BULB MUSCLE ENDURANCE TEST 
Patient A.W., female, age 71 


“Mediatric” therapy started at time of : Repetition frequency 


first test and continued for 4Y¥2 months: (consecutive times) 
: : Left hand Right hand 
Isttest Feb. 16, 1954 : 31 58 
67 


2ndtest : July 1, 1954 : 50 


j 

: 

| 
P 
| - 
| 
4 
|! 
§ 


] improved muscle endurance with steroid-nutritional 
_ therapy objectively demonstrated by physical tests 


Muscle strength and endurance were determined by stiff-bulb test in a 
- series of older patients before and after “Mediatric” therapy. Improvement 
was measured by the increase in the number of times a patient could 
_ squeeze the stiff bulb at a steady rhythm. Results of this test showed greatly 


enhanced muse! after continuous “Mediatric’”’ therapy, even in shoft periods of 
Kf time.’ During this period, grip strength of these same patients was measured with a dynamom- 


eter, and joint range with a goniometer. These and other physical tests also showed 


; remarkabie increase in strength, endurance and coordination. 


Such tests have proved to be a valuable and reliable indication of the general improvement in 
muscle tone and progress that may be obtained with “Mediatric” therapy. 


: ““Mediatric” contains estrogen and androgen in amounts that will help counteract declining 
; gonadal hormone secretion, maintain a positive nitrogen balance, and promote synthesis of 


protein in muscle, bone and other tissues. 


4 Combining both steroids and important nutritional supplements such as vitamin C, B,s, other 
F B vitamins and ferrous sulfate, “Mediatric” brings about increase in physical strength, 
overcomes general malaise, easy fatigability, lack of interest and vague pains in the bones and 


joints. In addition, “Mediatric” improves mental outlook and its general “tonic” effect is of 
especial benefit, to your patient. 


each capsule or contains: 
STEROIDS 


Conjugated estrogens equine ("Premarin @). . 


NUTRITIONAL SUPPLEMENTS 


Vitamin C (ascorbic acid)... 
1/6 U.S.P. Unit 


Vitamin Bie 


with intrinsic factor concentrate 


For better health and vigor in the older patient 


ANTIDEPRESSANT 


mg. 


Suggested Dosages: Male — 1 capsule or 1 tablet daily, or as required. Femate — 1 capsule or 1 tablet daily, or as required, 
taken in 21 day courses with a rest period of one week between courses. 

Supplied: Capsules — No, 252 — Bottles of 30, 100, and 1,000. Tablets —-No. 752 — Bottles of 100 and 1,000. 
Also available: “Mediatric” Liquid — No. 910 — Bottles of 16 fluidounces and 1 gallon. 


4 Ayerst Laboratories * New York 16, N.Y. * Montreal, Canada 


1. Perlman, R. M., and Dorinson, S, M.: Presented before the Third Congress of 
the International Association of Gerontology, London, England, July 19-23, 1954. 


mel 
ty 
4 
i 
ae 
| 
| 
| 
ae 
| 
| 
j STEROID-NUTRITIONAL COMPOUND 
mg. 
0.25 me. mg. 
25 mx. mg. 
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Derived from human venous blood 
Maximum response to recommended 


Polio IMMUNE GLOBULIN 
dosages is assured because each pro- 


duction lot—made from venous blood CUTTER Gamma Globulin 
drawn from 3500 male and female do- 
nors—has a consistently high level of 


immune body content. Protect against the always present danger of 

20 to 1 concentration serious complications in unmodified measles. 
Polio Immune Globulin/Cutter is so 
concentrated that 2.0 cc. contains the Used as a measles modifier, Polio Immune 
antibody equivalent of more than 40 cc. Globulin/Cutter allows full active immunity, 
of normal immune serum. 

et rity of the attack. 

@ passive immunization against para- When measles prevention is indicated, Polio 
lytic poliomyelitis e prevention of 
infectious hepatitis e treatment of Immune Globulin /Cutter confers an effective 
agammaglobulinemia and hypogamma- passive immunity for about 3 to 4 weeks. 


globulinemia e maternal rubella e and 
as combination therapy with antibiotics 
in certain other infectious diseases. 


Available in 2 cc. and 10 cc. vials. 
CUTTER LABORATORIES 


For modification schedule and color enlargement of 
Berkeley, California 


chart of typical measles course ask your Cutter man 
or write to Dept. 9-8A 
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Pathologic 


COMPRESSION 


of the vertebral body* 


CHARLES H. BRIMFIELD, D.O. 


and 


JAY R. MILLER, D.O. 


York, Pennsylvania 


I HERE ARE VARIOUS disease entities which 
weaken the bony structure of the spine and hence pre- 
dispose to pathologic compression of a vertebral body. 
Such a pathologic process may be of local origin and be 
restricted to a single segment, or it may be of systemic 
origin and involve several segments of the spine, or 
even the entire skeleton. 

This discussion will be confined to those diseases 
of bone, capable of producing such pathologic manifes- 
tations, which are most commonly encountered in prac- 
tice. 


Metastatic carcinoma 


Metastatic carcinoma, usually from the breast or 
prostate, is the most common neoplastic condition pre- 
disposing to vertebral compression. 

Metastasis from carcinoma of the breast may in- 
volve any region of the spine, and the lesions are usual- 


ly multiple and osteolytic in character. Carcinoma of © 


the prostate, however, usually involves the sacrolumbar 
region and produces sclerosis of bone. These multiple 
lesions of the spine, in adults, must be differentiated 
from multiple myeloma, which also predisposes to 
. pathologic collapse of the vertebral body. 

Patients with metastatic tumors may remain singu- 
larly free from symptoms but as a rule pain is the 
most constant and troublesome complaint. It varies 
markedly in severity and is often considered to be 
“rheumatic” in character, because it is not severe or 
persistent during the earlier stages. In addition, these 
patients frequently suffer from a secondary anemia, 
loss of weight, cachexia, and weakness, although the 
absence of these findings should not rule out the pos- 


*Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedics, Boston, Massachusetts, October 29, 1958. 
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sibility of a metastatic lesion, particularly when the pa- 
tient is between the ages of 35 and 55. 

With the sole exception of metastatic carcinoma 
of the prostate, the site of origin of cancer metastatic 
to bone cannot be determined by chemical means. De- 
spite this fact, chemical examination of the blood and 
urine often affords valuable information as to the ex- 
istence, extent, and activity of bone metastasis and also 
assists in excluding other conditions which give rise to 
similar osseous changes. 

The typical patient with osteolytic bone metastasis, 
as that secondary to carcinoma of the breast, has-a 
slightly elevated serum alkaline phosphatase. The serum 
calcium and phosphorus tend to be at the upper normal 
limits, or a little above. It is probable that the eleva- 
tions of the serum calcium and phosphorus result from 
a flooding of the circulation with the end products of 
bone destruction. Under ordinary circumstances, these 
are excreted by the kidney without significant altera- 
tion in the blood chemistry, but when the rate of osteol- 
ysis becomes excessive, the kidneys can no longer keep 
pace with it and accumulation in the blood results. The 
urinary calcium excretion is high in these patients, 
even on a calcium-poor diet. ra 

The prostate gland, whether normal, hypertro- 
phied, or cancerous, contains large amounts of serum 
acid phosphatase. As far as is known at present, this 
enters the circulation only when a cancerous prostate 
ruptures its capsule. An elevation of serum acid phos- 
phatase is considered pathognomonic of metastasizing 
carcinoma of the prostate, although the elevation may 
occur whether the metastasis is to soft parts or to bone. 
The presence of a normal serum acid phosphatase, how- 
ever, does not exclude a diagnosis of metastasizing 
prostatic cancer. In the majority of cases with initial 
normal readings, the serum acid phosphatase rises later 
in the course of the disease. The serum acid phos- 
phatase at any one time does not give a reliable indica- 
tion of the activity of the disease; however, changes in 
this determination in any one patient may be regarded 
as a sensitive indication of his clinical progress. These 
patients exhibit with great regularity an elevation in 
serum alkaline phosphatase ; in this respect they do not 
differ from patients with osteoplastic metastasis from 
cancers originating in other organs. 

In actual practice, patients are often encountered 
whose blood chemical findings present a picture inter- 
mediate in character and some cases of known meta- 
static cancer to bone, show no abnormalities in blood 
chemistry. Therefore, although normal blood chemical 
findings give no assurance that bone metastasis is ab- 
sent, they make the presence of such metastasis some- 
what improbable. 

In all suspected cases of metastatic carcinoma, a 
skeletal survey should be employed as an aid in differ- 
ential diagnosis. In the early stages, the roentgeno- 
grams are frequently negative for evidence of metas- 
tasis. Subsequent films, however, will demonstrate the 
true nature of the lesion and re-evaluation of the earlier 
films will frequently reveal its presence. 

Two types of destructive lesions are noted roent- 
genographically: osteolytic and osteoblastic. 

Osteolytic metastasis is that which causes destruc- 
tion with little or no proliferation of bone. Of the le- 
sions producing osteolytic metastasis, breast carcinoma 
is the most frequent. Lesions are apparent by destruc- 
tion of trabeculation and decreased bone density or 
translucency. Lytic metastases are usually local but 
may be generalized. The lesion is poorly circumscribed 
with little or no condensation of bone noted around it. 
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The periosteum is rarely stimulated. Each bit of ar- 
chitectural stria must be searched for evidence of 
actual bone destruction. The intervertebral cartilage is 
rarely or never involved. When fracture is present 
there is a definite decrease in axial height of the verte- 
bral body with disruption of the continuity of the cor- 
tex. Frequently there is condensation across the area 
of impacted bone. 

The most frequent producer of osteoblastic metas- 
tasis is carcinoma of the prostate. The areas of metas- 
tasis are first seen as poorly circumscribed areas of in- 
creased density. This is particularly evident where the 
trabecular structure is either lost or indistinct. Gradual 
increase in size is noted in each area of density until 
the adjacent areas of density begin to coalesce. As the 
process continues bone becomes denser and has a mot- 
tled appearance with definite loss of bone architecture, 
until a very dense structure is noted, demarcating the 
entire vertebral body. This type of metastasis infre- 
quently produces periosteal activity and rarely or never 
involves the intervertebral disk. With superimposed 
fracture and compression, it too will show a definite 
evidence of cortical break or fracture with a decrease 
in axial vertebral body height of minimal to moderate 
proportion depending on the degree of compression. 


Senile osteoporosis 


As a predisposing cause of vertebral compression, 
senile osteoporosis is superseded only by metastatic 
carcinoma from the breast; however, as far as the 
literature is concerned, this entity has received but 
scant attention. 

Osteoporosis might also occur, with less frequency, 
following menopause, Cushing’s syndrome, acromegaly, 
and avitaminosis C; during periods of immobilization ; 
and during the administration of ACTH and cortisone. 

Interest in this subject was stimulated by the work 
of Albright and his associates.’? These investigators 
pointed out that two continuous processes account for 
the structure of adult bone. If resorption is too great 
or if formation is too little the mass of bone will be 
deficient. Deficient bone formation may result from a 
failure to calcify bone matrix, as in osteomalacia, or it 
may result from failure of osteoblasts to form bone 
matrix in the first place. Osteoporosis constitutes this 
latter situation. 

This condition is largely limited to the female and 
the usual onset is between ages 45 and 70. The spine 
and pelvis, never the skull, are chiefly involved. The 
patient first notices weakness and a dull ache in the 
low back, which may be aggravated by a slight jar or 
fall to acute and often agonizing pain, which may per- 
sist for weeks. As the condition progresses a rounded 
kyphosis of the dorsal region develops and occasionally 
there may be a reduction of the normal lumbar lordosis. 
There is usually considerable limitation of spinal move- 
ments, because of muscle spasm. Tenderness on pres- 
sure over the spinous process is not usually severe but 
jarring or bending of the spine elicits the pain. 

The blood changes are not remarkable in osteo- 
porosis unless they reflect other disorders. The blood 
chemistry shows normal levels of calcium, phosphorus, 
alkaline phosphatase, and protein in the serum, and the 
albumin globulin ratio is not altered. The absence of 
an elevation in the serum alkaline phosphatase serves 
to distinguish it from metastatic carcinoma of bone. A 
tendency for the phosphorus to be near the upper limits 
of the normal range has been commented on, with the 
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subsequent fall following estrogen therapy. The eryth- 
rocyte sedimentation rate is normal in the absence of 
intercurrent conditions, 

Before a diagnosis of osteoporosis can be accepted, 
other conditions leading to decreased density of bone 
and to pathologic compression of the vertebral body 
must be excluded. It is by such a process of exclusion, 
rather than by any positive evidence from special in- 
vestigations, that the diagnosis of osteoporosis can fi- 
nally be arrived at with a greater degree of certainty. 

This too demonstrates rarefaction of bone and is 
brought about by removal of bone substance by the os- 
teoclast rather than by a definite deficiency state— 
rather by altered protein metabolism affecting the pro- 
duction of organic matrix. The roentgen appearance 
of osteoporosis is not very distinctive. The trabeculae 
are seen but produce a very fine pattern. The osseous 
structures appear abnormally radiolucent. The cortex 
becomes unusually thinned. Since the strength of bone 
is dependent on the organic matrix, which in osteoporo- 
sis is below normal, fracture is not infrequent. Fre- 
quent vertebral body compressions are noted with bi- 
concavity, and fusiform appearance of the interverte- 
bral disks is pathognomonic. This is more marked than 
that noted in osteomalacia. Subperiosteal resorption 
of bone does not occur. The diagnosis is dependent not 
only on the roentgen findings but also on the findings 
of the clinician. 


Osteomalacia 


Osteomalacia is a deficiency disease and represents 
an adult avitaminosis D. This condition, however, is 
not too frequently encountered in this country, although 
it has been reported following pregnancy. 

The patient may only complain of general weak- 
ness and slight pain, or the bone changes may be 
marked, giving rise to severe backache. The character- 
istic swelling of the chondrocostal junction and the for- 
mation of the so-called rosary is also present. Ultimate- 
ly, marked softening of the bone causes deformities of 
the skeleton, wherein the long bones and the spine lose 
their normal shape, often resulting in grotesque curva- 
tures of the spine and limbs. 

In the absence of a sufficient amount of vitamin 
D, the absorption of calcium from the intestinal tract 
is reduced to a minimum; as a result the fecal calcium 
excretion is increased and the calcium content of the 
urine is decreased. The serum calcium, phosphorus, 
and protein tend to be low. Usually there is an in- 
crease in the serum alkaline phosphatase. The diagnosis 
of avitaminosis D is certain when administration of 
vitamin D causes an improvement in the calcium 
absorption from the intestinal tract within 1 or 2 weeks. 
This can readily be demonstrated by an increase in the 
urinary calcium excretion and a decrease in the calcium 
content of the stool. 

Because this disorder results from a defect in 
calcification of the bony matrix, the pathologic picture 
of osteomalacia is a direct reflection of an abnormal 
physiologic state. When new bone is being made, 
osteoid tissue is laid down as part of the osseous matrix. 
Because of a calcium deficiency state the osteoid tissue 
cannot be calcified. This is most obvious in the tra- 
beculae of the spongiosa, for the new bone which has 
been formed on the surface of the old bone will be 
seen to consist of uncalcified osteoid tissue. These 
formations are called osteoid seams or borders and 
when present are diagnostic of osteomalacia. 
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Generally, however, there is no specific roentgen 
appearance of osteomalacia. For complete diagnosis 
of this entity it is necessary to have a definite clinical 
and laboratory evaluation. In general, the appearance 
of the vertebral body shows loss of density because 
of decalcification. Decalcification is quite uniform 
and frequently the bone will show an unusual lack of 
trabecular structure. The cortex becomes abnormally 
thin. No periosteal reabsorption of bone is noted which 
differentiates this condition from hyperparathyroidism. 
The presence of pseudofractures, which are ribbonlike 
zones of decalcification which extend into the bone at 
approximately right angles to the margin, is noted. 
These appear to be infractions of bone that show an 
attempt at healing. Osteoid tissue is formed in the 
defect but no new calcium is available to be deposited 
in the osteoid tissue; thus the healing process is not 
complete. Osteomalacia is a systemic involvement and 
therefore creates generalized changes throughout the 
spinal column and is not limited to one specific ver- 
tebral level. As the generalized demineralization pro- 
gresses, deformity of the vertebral body occurs as a 
result of weight stress. A gradual decrease in axial 
vertebral body height is noted with an attempt of the 
body to become biconcave and the intervertebral in- 
terspaces to become biconvex. It frequently produces 
a lordotic and kyphotic spine. 


Multiple myeloma 


Multiple myeloma is a fatal disorder of the 
reticuloendothelial system, characterized by prolifera- 
tion of young abnormal plasma cells, by extensive 
destruction of the skeletal system, and by marked dis- 
turbances Of protein metabolism. It may be confused 
with almost any of the metabolic and neoplastic 
diseases of bone. 

This disease entity, which was at one time con- 
sidered extremely rare, has been diagnosed with in- 
creased frequency during the last decade. Usually the 
diagnosis is not difficult to make but the disease may at 
times be obscure and insidious and pursue a prolonged 
and chronic course. 

This condition occurs most frequently in the male 
and characteristically occurs in older individuals be- 


tween the fifth and eighth decades. The outstanding 


symptom of multiple myeloma is pain, which during 
the early stages is described as being “rheumatic” in 
character. Although the severity of the pain, which 
is aggravated by activity, gradually increases as the 
pathologic process progresses, periods of remission are 
a rather outstanding characteristic of the disease, Dur- 
ing the terminal stages the pain is frequently excruci- 
ating, with associated radicular pain and paresthesia 
which might well result from involvement of the nerve 
roots by vertebral collapse. In contrast with pain asso- 
ciated with other malignant bone lesions, pain is 
rather uncommon at night. Weakness, lassitude, and 
anorexia are likewise common symptoms of multiple 
myeloma. The complicating feature of nephritis or 
nephrosis, gastric disturbances and pulmonic changes, 
may rarely usher in the disease. 

The utilization of laboratory tests, which include 
an analysis of the urine for Bence-Jones proteins, the 
determination of blood proteins, and a sternal puncture 
for the presence of myeloma cells usually facilitates 
the diagnosis of the disease. 

In addition, these patients usually demonstrate an 
anemia, which is readily explained on the basis of 
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encroachment of the tumor cells on the hemopoietic 
centers in the red marrow; the anemia is usually nor- 
mocytic in type. The leukocyte count reveals little 
of significance, other than the occasional presence 
of myeloma cells in the peripheral blood. Vaughan 
has reported myelocytes as a common occurrence in 
cases of advanced carcinoma, which is an interesting 
point in this connection. Elevation of serum protein, 
while not pathognomonic of this disease, is a valuable 
diagnostic clue. 

Roentgen appearance of multiple myeloma shows 
multiple discrete areas of radiolucency, giving the ap- 
pearance of well-defined punched-out areas of bone. 
There is no condensation around the periphery of the 
lesions and the lesions appear sharply demarcated. 
Multiple myeloma primarily affects that portion of the 
bone containing the red marrow; therefore, it too has 
an origin in the central portion of the body, particularly 
the spongiosa. It produces no periosteal bone and its 
lesions are resorptive in nature. It appears that when 
the lesion is solitary it reaches a greater size and has 
a less characteristic appearance; that is, it must then 
be differentiated from an osteolytic metastatic carci- 
noma. 


Tuberculosis of bone 


Tuberculosis of bone is usually a juvenile disease 
caused by the bovine tubercle bacillus and involves the 
spine more frequently than any other portion of the 
skeletal system. While approximately 70 per cent of 
cases occur in children between the ages of 4 and 10, 
the disease does occur in the adult. 

A history of persistent mild joint pain, muscle 
spasm, limitation of motion, weakness, and later de- 
formity are suggestive of joint tuberculosis. As the 
disease progresses, night cries are not uncommon; and 
abscess and sinus formation are not rare complications. 

Usually the number of erythrocytes and percentage 
of hemoglobin are slightly diminished because of a 
secondary anemia. There is an elevation of the sedi- 
mentation rate, with a relative lymphocytosis without 
a leukocytosis. Although a positive skin test merely 
confirms the possibility of joint tuberculosis, a negative 
test rules out such a situation. In addition, a positive 
culture or guinea pig inoculation confirms the diag- 
nosis, whereas a negative finding is of no diagnostic 
value. 

If the laboratory tests are not definitive and as- 
piration of an abscess is impractical, the diagnosis will 
largely depend upon the history and radiographic ap- 
pearance of the bony lesion. 

Tuberculosis of the vertebral body always occurs 
as a metastatic spread from a primary site and is 
always hematogenous in its entrance to the bone; there- 
fore, its initial focus occurs in the spongiosa or the 
intervertebral disk. The clinical course is slow and in- 
sidious. When the body is affected, extensive destruc- 
tion of cancellous bone occurs with frequent pathologic 
fractures. In roentgen diagnosis, quite early a peri- 
articular osteoporosis is noted; this is frequently asso- 
ciated with a synovitis and effusion. There is definite 
evidence of marginal destruction of the articular cortex 
and marginal notching. Gradual destruction of the 
articular cortex proceeds and is most conspicuous 
where the articular surfaces are not in close contact. 
Destruction of the articular cortex proceeds until it is 
completely lost. The intervertebral space is not nar- 
rowed until considerable destruction of subchondral 
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bone occurs. Destruction of much of the articular cur- 
tex without loss of the intervertebral space is sugges- 
tive of tuberculosis, especially that which primarily 
affects the vertebral body. Late in the disease sequestra 
develop along the articular surfaces ; it is these seques- 
tra that prevent healing by means of ankylosis. Tuber- 
culosis of the spine shows evidence of irregular de- 
struction of the cancellous bone of the vertebral body. 
There is a frequent cortical break which produces 
pathologic collapse. As the interspaces are affected, 
margins of the contiguous vertebrae become indistinct 
and the interspaces narrowed. Frequently the early 
manifestation may be narrowing of the intervertebral 
space without evidence of involvement of the con- 
tiguous vertebrae. 

Detection of the paravertebral abscess is an im- 
portant consideration in diagnosis of tuberculosis of 
the spine. At the cervical level it produces widening 
of the retropharyngeal space. In the thorax it leads 
to bilateral widening of the paravertebral tissues which 
may bulge above the diaphragm when the downward 
process is arrested by the diaphragmatic insertion. 
Paravertebral abscess of the lumbar area is frequent 
and may cause widening of the psoas shadow as it con- 
tinues to progress along the fascial plane. 

The presence of calcium is frequently noted in 
tuberculosis and is pathognomonic of this process. 
Late in the course of tuberculosis there may be de- 
struction of one or more vertebral bodies with a 
resultant kyphosis. 


Hodgkin’s granuloma 


Hodgkin’s granuloma involves the bone marrow 
more frequently than is suspected. The bones most 
frequently affected are the vertebrae and pelvis. 

Although the etiology of this disease is unknown, 
it is commonly considered to be either an infectious 
granuloma or a neoplasm. This condition may occur 
at any age, although it is more common in young male 
adults. 

With involvement of the spine, the individual 
usually suffers from variable degrees of pain and limi- 
tation of motion because of associated muscle spasm. 
Neurologic symptoms might well develop with verte- 
bral changes and compression of the cord. The super- 
ficial enlarged lymph nodes are usually readily visible 
and palpable. They are sometimes unilateral but more 
often are bilateral and often asymmetrical. The liver 
and spleen are frequently enlarged and palpable. There 
may be edema of the lower extremities or pain and 
other evidence of nerve root pressure. 

The early blood picture is usually normal although 
there may be a lymphocytosis. Later secondary anemia 
is common and there may be a polymorphonuclear 
leukocytosis and an increase in the platelet count. 
Albuminuria is occasionally noted. In most cases the 
serum calcium and phosphorus are normal, but the 
serum alkaline phosphatase is frequently elevated. A 
patient suffering from Hodgkin’s granuloma will oc- 
casionally develop severe hypercalcemia because of 
rapid dissemination of the skeletal lesions. In such 
cases, all the signs and symptoms of a hypercalcemic 
syndrome might develop, but fortunately this compli- 
cation is a rare occurrence. Fatigue, drowsiness, head- 
aches, and obstipation are all outstanding features of 
this condition. 

Biopsy of the affected nodes is the most accurate 
diagnostic test. If, however, the glands are not in- 
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volved, a biopsy of a local area of affected bone is 
advisable. 

The lesions of Hodgkin’s disease are formed by 
contiguous invasion and are osteolytic, asymmetrical, 
and frequently irregular. Infiltration proceeds usually 
from the anterior spinous ligaments through the verte- 
bral body to the posterior spinal ligaments and cord. 
Roentgen evidence of Hodgkin’s disease may occur as 
late as 6 months after the onset of a radicular syn- 
drome. 

Hematogenous lesions result in small diffuse mul- 
tiple foci which are unnoticed in the medullary portion 
of bone but produce small osteolytic foci in the cortex. 
Significant bony reaction may occur and the resultant 
polymorphism is somewhat characteristic. Destructive 
types of lesions predominate ; these appear as areas of 
rarefaction which are frequently surrounded by pro- 
liferation. The cartilage is not involved and the in- 
tervertebral space is not invaded. 


Charcot’s joint 


Mention should also be made of a Charcot’s joint 
which results from severe neurotrophic changes oc- 
casionally associated with tabes dorsalis, producing 
destructive involvement in the dorsal or lumbar spine. 

The diagnosis of this condition is easy when the 
outstanding signs of tabes dorsalis are present. How- 
ever, in many cases the very first subjective symptoms 
of this disease consist of the localized osseous lesion. 
In these circumstances the diagnosis is often missed, 
although careful examination usually will reveal other 
characteristic anomalies. 

There are two types: The hypertrophic or sclerotic 
form and the atrophic form. 

The primary hypertrophic or sclerotic process 
occurs in the joint structure with development of a 
pannus of connective tissues and blood vessels which 
spreads over the joint surface. This results in fibrous 
tissue invasion and destruction of the cartilage. Corti- 
cal bone comes in contact with cortical bone, causing 
dense sclerosis and eburnation. Efforts at repair make 
the condition more confused. Heavy outgrowths of 
bone from the intervertebral space margins form large 
osteophytes which may break off and add to the debris 
which surrounds the joint. 

In the atrophic form, marked destruction of bone 
is noted without visible new bone formation, and little 
if any actual osteophytic activity. The ends of the 
bones may merely be worn away, giving rise to a 
drumstick appearance. This is true in the long bones. 
However, when it involves the vertebral body, it may 
produce collapse and there may be calcium scattered 
in the immediate neighborhood. The appearance may 
be spindle-shaped when the soft tissues are involved ; 
when this occurs it may be very difficult to differ- 
entiate it from tuberculosis. 

The roentgenographic manifestations are: Ex- 
treme disintegration of the intervertebral space and 
its adjacent articular portion of the body, with prac- 
tically all identity of the intervertebral space lost; de- 
posit of a large amount of debris about the interverte- 
bral space because of tissue destruction ; and ivory-like 
eburnation of bone. 


Conclusions 


It is evident from this discussion that in most in- 
stances the correct diagnosis is not made by any one 
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diagnostic procedure. An attempt has been made to 
give specific criteria for each pathologic condition ; in 
practice, however, this is not always possible since 
many entities are characterized by similar laboratory 
and roentgen findings. In all cases an adequate evalu- 
ation of all procedures must be utilized. 

It has been the intent of this discussion to create 
an awareness of the difficulties encountered in the diag- 
nosis of pathologic vertebral body compression. So 
that the earliest appropriate treatment can be instituted 
we wish to stress the relative frequency of pathologic 
compressions and the desirability of early recognition 
of the disease entity. 
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Discussion 


Don LeRoy Larson, D.O., San Gabriel, Califor- 
nia: Doctors Brimfield and Miller have brought to 
attention the more common entities which are encoun- 
tered in the everyday orthopedic practice, ranging from 
neoplastic pathophysiologic states to infectious disor- 
ders. The completeness of their discussion of the 
major entities leaves only the necessity to emphasize 
some of their major points and add considerations to 
the fringe areas. 

When evaluating a lesion of the vertebral body 
and the possibilities of breast and prostate malignan- 
cies are being investigated, it is well to. remember that 
other common sites of origin are the thyroid, kidney, 
and lung. Less commonly tumors of the ovary, testes, 
uterus, and the gastrointestinal tract may also involve 
the spine. Other conditions which may be necessary to 
consider as the investigation progresses are aneurysmal 
bone cysts, hemangiomas, osteomyelitis, mycotic infec- 
tions, neuroblastomas, and Ktimmell’s disease. 

Whether it is because of some geographic, eco- 
nomic, or racial peculiarity—or the old advice of 
“follow the sun”—we on the West Coast are faced with 
the necessity of keeping tuberculosis constantly in mind 
when dealing with this problem. My experience is that 
the figures quoted for adult incidence of tuberculosis 
would appear to be low. The positive diagnosis of tu- 
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berculosis of the spine is usually difficult to establish, 
because of the relatively inaccessible position of the 
lesion ; the diagnosis must be made on clinical, roent- 
genographic, and laboratory findings. Roentgenographi- 
cally the lytic lesion can often be differentiated from 
the metastatic lesion by the invasion of the disk space 
and by perivertebral involvement. In addition to the 
previously mentioned laboratory findings, we have 
found it helpful to run serial sedimentation rates and 
to have the patient keep a daily morning and evening 
temperature chart. 

The establishment of the etiology of a pathologic 
compression fracture can often be time-consuming and 
the diagnosis elusive; however, I feel that if the enti- 
ties presented in this paper are kept in mind and the 
differentiating points noted, the majority of cases will 
be diagnosed with greater ease and rapidity. 


6165 Avon Ave. 


Discussion 

Tuomas T. McGratu, D.O., Fort Worth, Texas: 
This paper is an excellent, well-documented study of 
the disease entities of pathologic compression of the 
vertebral bodies. Because the field is so broad, I feel 
that practical comments could be made on almost any 
phase of the paper. ‘ 

I believe that a brief statement concerning the 
histologic and embryologic aspects of the behavior of 
cellular components of connective tissue (collagen, 
hyalin, osteoid) would help us understand the disease 
entities much better: 


As long as the cytoplasmic metabolic processes are stable, 
it may be assumed that the nuclear hereditary constituents will 
remain constant and reproduction may continue indefinitely, 
each cell a faithful duplicate, in both morphology and function, 
of its predecessors. . . . [However,] if we introduce new ele- 
ments into the cell environment, we may force the cytoplasmic 
metabolism to change and conceivably produce a change in the 
molecular constituency. . .. When the state of maturation is 
complete we may expect a cell to faithfully reproduce its kind. 
. . . However, if its environmental resources are altered by 
changes in blood supply or changes in the selective dispersion 
of its surrounding, intercellular supportive components, one 
may find alterations in its hereditary mechanism which result 
in offspring which differ from the mother cell.* 


This disturbance in cell health and growth may 
constitute the disease process described in this paper. 

The physiology and pathology of metastatic car- 
cinoma with various factors of the blood chemistry 
were presented in a very practical fashion. It would be 
interesting to note that such a factor might stimulate 
the remaining normal skeletal tissue to produce callus 
and achieve healing even in the presence of the tumor 
which caused the fracture. Another interesting fact is 
that secondary deposits of breast cancer may lie qui- 
escent within the bone for years. They have been 
known to manifest themselves 20 years after a radical 
mastectomy. 

Considerable attention was given to the subject 
of senile osteoporosis, and rightly so, because this is a 
subject relatively poorly understood. It would have 
been well to give a definite definition of osteoporosis, 
such as that furnished by Albright?: “That category 
of decreased bone mass where the disturbance is the 
failure of the osteoblasts to lay down bone matrix.” 
Also the classification of this entity might be amplified 
by quoting the one given by Aegerter and Kirkpat- 
rick’; 
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1. Endocrine 
a. Gonads 
(1) Ovaries 
(2) Testes 
b. Adrenal cortex 
(1) Cushing’s syndrome 
(2) Adrenal atrophy 
c. Pituitary 
(1) Cushing’s syndrome 
(2) Acromegaly 
d. Thyroid 
(1) Osteoporosis of long-standing 
hyperthyroidism 
e. Pancreas 
(1) Osteoporosis of diabetes mellitus 
2. Disuse atrophy — osteoporosis due to loss of stress 
stimulus. 
3. Deficiency—inadequate intake, absorption or utilization 
of proteins and vitamin C. 
4. Post-traumatic—Osteoporosis secondary to alteration in 
blood supply due to nerve impulse changes (causalgia). 
5. Congenital—Osteoporosis of osteogenesis imperfecta. 


It might be well to note that the radiologist should 
not use the term “osteoporosis” when referring to an 
area of translucency, nor should the orthopedist use 
it to indicate a loss of the normal strength of a bone. 

I would describe osteomalacia as a disease of min- 
eralization rather than a deficiency disease. In osteo- 
malacia there is no interference with organic matrix 
formation. 

The term “multiple myeloma” is used when there 
is more than one focus evident ; “plasma cell myeloma” 
is probably the most correct description for this disease. 
The term “myelomatosis” is utilized when all the hema- 
topoietic tissue is involved. It would be expected that 
all solitary myelomas would eventually develop into 
multiple myelomas. It might also be expected that bet- 
ter and earlier clinical work-up and roentgenographic 
surveys would disclose an increasing number of these 
tumors in the solitary stage. 

On the subject of tuberculosis of bone, I would 
merely add that tuberculosis of the spine is almost in- 
variably a combination of tuberculous arthritis and 
osteomyelitis. It is widely known as Pott’s disease, 
since Sir Percival Pott presented a paper on this entity 
in 1779, 

In a subject like this, some thought might be given 
to the treatment of these pathologic fractures in rela- 
tionship to: 

1. Correction of the deformity 
. Immobilization of the fracture 
. Prevention of bed sores 
. General nutrition 
. Care of the bladder and rectum 
. Prevention of deformity* 
Adequate coverage of these factors is not possible 
within the scope of this paper, but the mere mention 
might serve to bring them to mind. 

In summary I again would like to compliment the 
writers of this paper, and state that my comments were 
made with the general practitioner and some of the 
less advanced students of orthopedic and traumatic 


surgery in mind. 
1001 Montgomery Street 
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PROLONGED 
LABOR 


JORDAN M. PHILLIPS, D.O. 


Instructor in Obstetrics 
College of Osteopathic Physicians and Surgeons 
Los Angeles, California 


| Oe LABOR, that is rapid and safe, 
depends mainly upon the efficient action of the uterine 
musculature. Labor is the progressive dilatation and 
effacement of the cervix together with descent of the 
presenting part by repeated rhythmic sustained uterine 
contractions. Inefficient labor occurs in about 15 per 
cent of all obstetric cases ; 3 to 4 per cent of labors are 
slowed by hypotonic inertia; and about 3 per cent of 
labors are prolonged beyond 30 hours. 

Normal uterine action in labor involves the coordi- 
nated expulsive efforts, chiefly of the fundus and to 
some degree of the middle uterine segment and cervix. 
This is accompanied by a degree of relaxation and dila- 
tation of the lower uterine segment and cervix. The 
contractions of the fundus rise quickly to a maximum 
and are strong and sustained. Contraction in the mid- 
dle zone is almost simultaneous with that of the fundus 
but is less in intensity and lasts for a shorter period. 
The lower segment rernains inactive and of low tone. 
The quality of early contractions of the uterus rather 
than their degree of magnitude gives the best idea of 
the probable course of labor. 

Uterine motility will be best if the contractions 
show good rhythmicity, equal duration and strength, 
and regular waves which rise and fall gradually. In 
other words, a short satisfactory labor occurs when it 
is possible to superimpose one contraction sequence on 
another. The difference between uterine contractions 
of the last trimester of pregnancy and those in labor 
are that the latter are accompanied by the retraction of 
the cervix and the lower uterine segment, while in the 
last trimester of pregnancy all the parts of the uterus 
contract but the gradient of activity is not present. 

Dilatation of the cervix depends upon the strength 
and coordinate action of the uterine muscle and its 
ability to soften and to stretch. Dilatation of the cervix 
is best with a good apposition of the presenting parts. 
The bag of waters is not essential. Effacement of the 
cervix and of the lower uterine segment occur pro- 
gressively in good labor. In this manner, the lower 
uterine segment and cervix get out of the way of the 
presenting part. 

The constitutional status of the patient and of her 
uterus as well as the development of the myometrium 
all during pregnancy are of prime importance. The in- 
nervation of the uterus is derived from the tenth dorsal 
to the fourth sacral nerve levels. This can readily be 
demonstrated by a rising level of caudal anesthesia; a 
reduction in the frequency and amplitude of the con- 


Journat A.O.A, 


| tra 
| Ut 
m«¢ 
| of 
th: 
ca 
In 
ve 
| be 
ul 
3 | 
= 
tr 
| 
il 
a 
le 
1 
4 I 
| t 
| 


tries 
rnia 


tractions occurs when such anesthesia is carried high. 
Uterine action is dependent upon stimulation of the 
mobile fibers of the sympathetic nerves running by way 
of the presacral plexus. Stimulation of the parasympa- 
thetic nerves by the hypogastric plexus and paracervi- 
cal ganglion causes contraction of the upper segment. 
In a way, stimulation of the parasympathetics encour- 
ages evacuation of the uterus and the sympathetics pre- 
vent it. Good labor therefore depends upon a balance 
between these two autonomic nervous systems and the 
uterine activity. 

It seems more than likely that the control of the 
motility of the uterus may lie in the nervous system. 
Grantly Dick Read has suggested that emotional dis- 
tress increases discomfort in childbirth. Dystocia re- 
sulting from a fault in the forces of labor is often noted 
in the patient with serious psychologic problems. Such 
a patient complains bitterly of pain and slowness of her 
labor. The introvert, the hypertonic, and the dystrophic 
patient seem predestined to difficulty of this type. Pain 
itself may be caused by stretching of the sensitive lower 
pole of the uterus or of its adjacent ligaments and 
their attachments. Pain may also result from uterine 
ischemia. 


Manifestations of prolonged labor 


Wien the cervix offers an unnatural resistance or 
where there is a delayed engagement, backache is a fre- 
quent feature of labor. In general, the less backache 
a woman experiences in labor, the more efficient is 
her uterus and the more ample her pelvis. In dispro- 
portion with true mechanical obstruction of labor, the 
uterus follows a usual pattern. Strong contractions 
occur together with retraction of the upper segment 
and a passive low uterine segment. The low uterine 
segment becomes so thin and stretched that the bound- 
ary between the two becomes markedly accentuated and 
a Bandl’s retraction ring results. Strong frequent con- 
tractions with high muscle tone follow. The patient 
reports to her obstetrician continuous severe pain in 
the abdomen and in the back. The fetus dies because 
of impaired placental circulation, and rupture of the 
lower uterine segment occurs unless this disproportion 
is recognized and cesarean section is performed. No 
ring may actually be felt but an annular ischemic area 
of demarcation is readily seen at operation. 

Hypotonic inertia may be primary or it may be 
secondary to general debility or fatigue. The pattern 
of activity is normal, but the feeble activity and the low 
tone of the uterus are not adequate for good progress 
of labor. Little or no pain is reported by the patient. 
The only dangers to the mother and the fetus are in- 
fection and unnecessary intervention. In incoordinate 
action there is a hypertonia of some portion of the 
uterus. An increased intrauterine pressure, some un- 
usual pain, and usually severe backache are noted by 
the patient. The pain precedes the palpable contraction ; 
this is contrary to the usual course. The cervix re- 
mains thick and dilates slowly. The presenting part 
may be close to the cervix, but the cervix becomes 
edematous and thick in character. There is also some 
premature bearing down because of spasm of the colon 
and the rectum. In the hypertonic lower uterine seg- 
ment, there is a reversal of the polarity. There is an 
unnatural resistance to the dilatation of the lower seg- 
ment and poor contractions of the fundus are noted. 
The presenting part is high and the cervix does not 
efface. In hypertonic states, there is always much pain, 
while in the hypotonic state, little pain is experienced. 
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In the colicky uterus, there is a purposeless con- 
traction of all portions of the uterus without any nor- 
mal polarity. There is a poor gradient of activity. Di- 
latation and retraction of the cervix occur very slowly. 
Severe, intense, and frequent uterine contractions are 
described. The pains do not increase gradually and the 
uterus is constantly tender. The patient resists any type 
of palpation and poor relaxation of the uterus is very 
obvious. In asymmetrical uterine action the spread of 
the contraction wave proceeds from only one side. 
There is an unequal activity of the uterus on both sides 
as would occur in a bicornuate uterus, a myomatous 
uterus, or one that may have been altered surgically. 
In constriction ring dystocia, this is the end result of 
either reversed polarity or a colicky uterus. A very 
tight uterus grips the baby so that it cannot be deliv- 
ered. This usually can only be diagnosed by uterine 
palpation although it may be suspected from the history 
and external palpation. 

The difference between a constriction ring and an 
exaggerated retraction ring of Bandl which is found in 
obstructed labor is that the Bandl’s ring is the result 
of inefficient uterine action and can only arise when 
there is normal polarity. This occurs in disproportion 
or in malpresentation. Normal polarity is absent in 
constriction ring dystocia. The lower segment is not 
thinned out, and spontaneous rupture never takes place 
as it may in a Bandl’s ring. 

In cervical dystocia, there is a primary rigidity of 
the cervix. This secondary type is caused by cervicitis 
or surgical scarring. Rigidity of the cervix causes a 
special type of obstructed labor, and the cervix fre- 
quently tears or incision may be required. Cesarean 
section may be indicated on some occasions. 

In false labor the backache which usually precedes 
labor is evidence of resistance of the lower uterine seg- 
ment during the dilatation process. There is a poor 
gradient of contractions and the strength of these con- 
tractions is small. There is an indefinite polarity, and 
no dilatation or effacement of the cervix occurs. 


Obstetric management 


The management of prolonged labor is divided for 
convenience into the obstetric management including 
the use of x-rays, rupture of the membranes, operative 
interference, and the use of oxytocic drugs; and into 
the medical and psychologic management of prolonged 
labor. 

X-ray examination can offer a great deal of help. 
It can tell whether because of presentation or position 
the infant is in jeopardy. Lateral views of the pelvis 
would be helpful in showing the level of descent of the 
presenting part, along with its relationship to the ma- 
ternal pelvis. X-ray pelvimetry can show the specific 
diameters of the various planes, as well as the possible 
inlet contractions, difficulties of the midplane, and oc- 
casional outlet contractions. X-ray studies will also de- 
tect the android pelvis which may not have been discern- 
ible clinically, but which is so frequently associated with 
ineffectual and prolonged labor. Thus information ob- 
tained by x-ray will help decide whether to plan a 
vaginal delivery or a cesarean section. It will also help 
to determine the areas in the pelvis where the most 
room is available should operative interference be re- 
quired. 

In the case of a patient who is experiencing pro- 
longed labor, a decision that must be made from time to 
time concerns the wisdom of rupturing the membranes. 
Most of the time this problem does not arise as the 


281 


“4 
.0 
fe, 
: 
ine 
nd 
the 
ine 
er 
of 
to 
X. 
a- 
1- 
IS 
Tr 
S 
1 Coy a 
t 
_ 
a 
= 


membranes have already been ruptured spontaneously. 
If, however, the membranes are intact there are sev- 
eral things to keep in mind. Rupture of the mem- 
branes is helpful if there is an overdistention of the 
uterus such as might occur polyhydramnios. Rupture 
of the membranes may often be preceded by a stripping 
of the membranes from the cervix. This procedure 
which itself stretches and dilates the cervix to a degree 
will many times result in improved labor. The other 
side of this picture must also be considered; this con- 
cerns the reduced chance of developing an intrauterine 
infection as long as the membranes are intact. Often 
it is better to delay this procedure if it will be decided 
to rest the patient or if there is a possibility of a 
cesarean section. 

Artificial rupture of the membranes should only be 
done if there is appreciable progressive dilatation of the 
cervix over a period of 6 to 8 hours. Should the mem- 
branes be ruptured in a case where there is some doubt 
as to the ultimate route of delivery, the final decision is 
already made as to the route of delivery within the next 
6 to 8 hours. A sterile vaginal examination under de- 
livery room precautions is indicated when the informa- 
tion obtained on rectal examination is not satisfactory, 
when there has been no progress in the labor after a 
period of 8 to 10 hours, or in any patient who has been 
in labor for 18 hours, in order to be certain that there 
is not some circumstance present which may have been 
overlooked. It is important to remember to limit the 
number of examinations in order to lessen the chance 
of introducing bacteria into the vaginal tract and also 
to spare the patient the ordeal of too frequent examina- 
tions. 

An overly distended urinary bladder is a simple 
thing to bear in mind. If the patient has been receiving 
intravenous fluids and has been fairly well sedated, this 
situation is particularly likely to arise. Because it may 
relieve the spasm involving the sphincter muscles in 
general, catheterization of the overdistended bladder 
may be the only step necessary to improve the quality 
of some labors. 

Fetal mortality statistics maintain themselves at a 
fairly steady level when labor has been terminated with- 
in a period of 24 hours, but this rate doubles at the 
end of 36 hours. This increase may be attributed to the 
increased incidence of necessity for operative interfer- 
ence, plus the fact that the fetus is less able to with- 
stand operative trauma after the trauma of a prolonged 
labor. It is much better to have prolonged labor termi- 
nate in spontaneous delivery than instrument delivery ; 
however, the problem of maternal exhaustion is fre- 
quently quite marked and the patient’s voluntary efforts 
may be so completely ineffectual that something has to 
be done to complete delivery. 

Many times the sluggishness of the uterine action 
results from an underlying mechanical obstruction such 
as a cephalopelvic disproportion or posterior occiput 
position. Moderately difficult midforceps deliveries have 
been shown to carry the same risk for the mother as 
cesarean section while the fetal mortality in moderately 
difficult forceps deliveries is almost 10 times as great 
as in cesarean section. This shows the importance of 
doing the utmost to avoid a difficult midforceps deliv- 
ery. It is important to consider either terminating the 
labor by means of section or deferring the time of de- 
livery until the presenting part is at a lower level. 
Many difficult deliveries have been converted to very 
simple deliveries by waiting another few hours. 

The cervix should be completely dilated and ef- 
faced. Occasionally in cases of severe maternal exhaus- 
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tion it is necessary to deliver the fetus immediately, 
with the cervix about 8 cm. dilated with a rim all 
around. Cervical incisions at 2, 6, and 10 o’clock can 
readily be performed and be repaired without undue 
difficulty. A simple rim may completely defeat any at- 
tempt for rotation or for forceps extraction or may 
clamp down on an aftercoming head with disastrous 
results. In an operative delivery there often is a per- 
sistent posterior occiput or a transverse occiput presen- 
tation which can be converted to an advantageous an- 
terior occiput position by manual rotation instead of 
using forceps, and with much less trauma to the ma- 
ternal tissues and the fetus. It may be necessary to 
apply forceps for the rotation if manual rotation cannot 
be done easily. In forceps deliveries it is best to have 
various types of forceps available. The best applica- 
tion is obtained with the long cephalic curve of Simp- 
son’s forceps. The Kielland forceps are specifically 
designed for rotation and delivery with a single appli- 
cation when the occiput is not in the anterior quadrant 
of the pelvis. The sliding lock makes it quite easy to 
adjust the blade to the best position. The Barton for- 
ceps are most effective in delivery with a flat pelvis in 
a transverse arrest or a posterior arrest. Axis traction 
forceps are most effective in accomplishing deliveries 
by applying effective traction in the proper axis causing 
less trauma to both the mother and the fetus. In pro- 
longed labor the version and extraction technic should 
not be used because of the inherent danger of uterine 
rupture. 

Of the many oxytocic agents available, such as 
castor oil, ergot, ergonovine, Methergine, Pituitrin, qui- 
nine, and Pitocin, only Pitocin should be used to ini- 
tiate or stimulate labor. There has been a definite trend 
toward the use of the highly diluted Pitocin by the in- 
travenous infusion technic. Pitocin has no oxytocic 
effect upon the nongravid uterus. Sensitivity of the 
gravid uterus increases progressively as term is ap- 
proached. The threshold of sensitivity may vary con- 
siderably from one patient to another; therefore, the 
threshold of every patient must be determined. There 
is no standard dose of Pitocin. There is no safe dose 
and no dangerous dose applicable to all patients. The 
pharmacologic action of Pitocin is to exaggerate the 
existing pattern of uterine motility. The Pitocin should 
be administered in a set up consisting of two bottles of 
5 per cent dextrose in water connected by a Y tube to 
an intravenous needle; one bottle contains Pitocin and 
the other contains only 5 per cent dextrose in water. 
The infusion should always be started with the solution 
not containing Pitocin. This intravenous drip technic 
may be used in prolonged labor, in primary hypotonic 
uterine inertia, or in late secondary inertia. Pitocin 
should never be used in a hypertonic uterus, in obstruct- 
ed labor, in a patient with a uterine scar from previous 
surgery, or in a grand multipara. It is vital that the 
attending obstetrician be present constantly during the 
use of this oxytocic drug. 


Medical and psychologic management 


There are two main aims in the medical and psy- 
chologic management of prolonged labor: To avoid 
maternal exhaustion and to prevent any intrauterine in- 
fection. The signs and symptoms of maternal exhaus- 
tion guide the physician in early recognition and prompt 
treatment. The patient may have sunken eyes, a dry 
tongue, dry skin, weak voice, and a very rapid respira- 
tion. Acidosis may be noted; either as acetone in the 
urine or by a characteristic odor. The quality of the 
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uterine contractions may become progressively poorer 
because of maternal exhaustion. The pulse rate is out 
of proportion to the temperature. This is a most im- 
portant objective sign; it frequently can differentiate 
between the complaining patient who has a slow normal 
pulse and the truly exhausted patient with a markedly 
faster pulse. 

Labor is hard work, and there should be sufficient 
caloric intake while it is in progress. The patient should 
have approximately 3,000 calories in 24 hours. Solid 
food should not be given; so it is necessary to depend 
on easily available carbohydrate calories such as sugared 
tea, jello, ice cream, and fruit juices. In the patient 
with nausea or vomiting or one who will not take food, 
intravenous feeding should be given. The ideal solu- 
tion is 5 per cent glucose in water. Fluids should also 
be observed, and the patient should receive at least 
3,000 ce. of fluid in a 24-hour labor, particularly when 
she is perspiring or hyperventilating or when the 
weather is hot. The patient should have an urinary out- 
put of at least 1,500 cc. per 24 hours. Again, acetonuria 
indicates the need for more glucose and fluid. 

The patient should have as much rest as possible 
between contractions. Analgesia from a general medi- 
cal viewpoint should be given, but observation of the 
obstetric progress is paramount. Demerol, 50 to 100 
mg. intramuscularly every 2 to 4 hours, gives primarily 
pain relief with little sedative effect and is safe for the 
infant close to delivery. Great care should be exercised 
in the use of morphine, barbiturates, or scopolamine 
during labor. 

It is also important to prevent intrauterine infec- 
tion during labor. Care should be exercised to keep the 
patient’s resistance high. Maternal exhaustion predis- 
poses to maternal infection. Another important factor 
in resistance to infection is anemia. Since the anemic 
patient is very prone to infection, a close observation 
of the hemoglobin level is vital. Antibiotics may be 
used prophylactically during prolonged labor. Penicil- 
lin, penicillin with streptomycin, some of the sulfa 
drugs, or terramycin given orally or intravenously may 
be used in prolonged labor. It is vital to know that 
there is a variable placental transmission of the anti- 
biotics, and the fetus may still have a bacteremia in 
spite of a high level of antibiotic substance in the 
mother. Therefore, it is important to watch the baby 
postpartum for any possibility of infection. 

The patient with prolonged labor often presents an 
increasingly worrisome problem of psychologic man- 
agement. Under the impact of long labor, the patient 
may lose her courage and have a lowered pain thresh- 
old. She may feel panicky or trapped and become more 
and more tense, causing her not to relax fully between 


contractions and not to cooperate. This is particularly 
true when the contractions are very painful or when 
analgesia is contraindicated because it impairs the qual- 
ity of labor too much. 

Complaints from the patient can many times push 
the obstetrician into unwarranted obstetric interference. 
It is important to use the objective signs of maternal 
exhaustion instead of the subjective signs. Proper pre- 
natal psychologic preparation is a large part of the care 
so that the patient comes to labor with proper under- 
standing and is cooperative with her labor. 

The main psychologic problem during labor is 
fear. Fear of not knowing, of losing control, of injury, 
or of having to cope with something that is too much 
for her constitutes the usual keystone problems that 
must be carefully considered and alleviated as far as 
possible before actual labor commences. 

Frequent visits by the obstetrician during labor 
may ease its course. His reassurance and encourage- 
ment and the patient’s trust in him can help the patient 
through many psychologically traumatic experiences. 
Lastly, the patient’s family can be a great psychologic 
problem ; family pressure can be terrific. Do not allow 
the patient’s family to practice obstetrics. The family 
will always respond to the question of the patient’s 
safety more than will the patient. 


Summary 


Prolonged labor has been discussed. The types and 
their causes have been presented. The obstetric man- 
agement of prolonged labor has been discussed. The 
use of oxytocic drugs has been reviewed, and the medi- 
cal and psychologic management of prolonged labor has 


been presented. 


11239 S. Lakewood Blvd. 
Downey, California 
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> The “bare word, pain” is a good site from which to 
launch a discussion on the nature and significance of 
pain. In a subject as complex as pain, it is helpful, in 
trying to understand its nature and significance, to know 
the derivation of the word that stands for it, since to 
know the origin of words is to know what men have 
thought. Language represents the accumulation of the 
collective thinking, feeling, experience and other reac- 
tions that the group underwent in its course of develop- 
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Etymology of pain 


ment; the meaning of words offers an opportunity to 
investigate group attitudes and folkways. Philology is 
a historical key to the understanding of cultural patterns 
since it represents the composite cultural background of 
a people. Justice Oliver Wendell Holmes said: “The 
past gives us our vocabulary and fixes the basis of our 
imagination; we cannot get away from it.”-—Charles D. 
Aring, M.D., Medical Clinics of North America, Novem- 
ber 1958. 
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SPINAL FLUID 


analysis 


in neurosyphilis 


GEORGE T. CALEEL, B.S., D.O.* 
Chicago, Illinois 


A SURVEY OF medical records of the Chi- 
cago Osteopathic Hospital revealed that the diagnosis 
of neurosyphilis was infrequently made. It was noted, 
however, that there was an increased incidence of posi- 
tive serologic tests and positive past history of syphilitic 
disease in our clinic. Following an intensive case-find- 
ing program which began in January 1957 and ex- 
tended through June 1958, 103 cases of possible neuro- 
syphilis were discovered. 

The criteria for selection of cases for diagnostic 
spinal tap was as follows: any past history of venereal 
disease ; presence of positive serology ; or unexplainable 
subjective complaints compatible with central nervous 
system involvement. 

The early results demonstrated a significant num- 
ber of positive spinal taps, more so than the reported 
clinical incidence of this disease. Because of this dis- 
crepancy, it was decided that these results should be 
verified by an independent laboratory. Rather than 
obtaining substantiating evidence from the second labo- 
ratory, a disagreement in results was found. Two 
other laboratories were also employed at a later date, 
which only added to the confusion. 

Of the 103 cases of suspected neurosyphilis, each 
of which demonstrated a positive spinal fluid test for 
syphilis from one or more laboratories, only 52 cases 
were included in the present study. The criteria for in- 
clusion in this clinical study were as follows: 

1. Spinal fluid analysis performed by more than 
one laboratory 

2. The absence of any of the following clinical 
entities : 

a. Liver disease 

b. Acute infectious disease 
c. Diabetes mellitus 

d. Malignant growths 

e. Collagenosis 

f. Bloody tap 

Those patients presenting themselves with any of 
the above clinical conditions were excluded because of 
the possibility of biologic false positive results. Table 
I illustrates the approximate frequency of these condi- 
tions in the original 103 cases. 

The patient age range was 18 to 78 years with a 
mean of 46.8 years. The sex distribution was approxi- 
mately equal but, since there is a preponderance of 
negro patients in our clinic, the race distribution was 
not representative. 

The presenting complaints were varied and occa- 
sionally multiple, including generalized abdominal pain, 
leg pain, syncope, vertigo, seizures, and hemiplegia. 

*Dr. Caleel is a Senior Resident in the Department of Medicine of 


the Chicago Osteopathic Hospital of which Dr. Ward E. Perrin is chair- 
man, 
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TABLE I—INCIDENCE OF FALSE POSITIVE RESULTS 
IN 103 CASES OF SUSPECTED NEUROSYPHILIS 


No. of Cases 
Liver disease 6 
Acute infectious disease 5 
Diabetes mellitus 6 
Malignant growths 4 
Collagenosis 1 
Bloody tap 1 


Table II presents the past history of venereal disease, 
results of the serologic test for syphilis, and the spinal 
fluid test results from four independent laboratories. 
Of the 52 patients, 16 presented a past history of 
syphilis and 5 admitted to gonorrhea. Of those who 
admitted to syphilitic disease, 9 stated that they had 
received partial or complete treatment in the past, con- 
sisting of heavy metals. Further, it will be noted that 
13 of 49 patients tested had a positive serologic test 
for syphilis. Laboratory A reported 34 positive and 4 
doubtful results from a total of 51 determinations. 
Laboratory B reported 2 positive results from a total 
of 31 determinations. From laboratory C came 1 posi- 
tive result in 12 determinations, and laboratory D 
reported 39 positive and 5 negative results. 

Because of the wide variance in laboratory results, 
commercial positive spinal fluid was serially diluted 
and sent to the four laboratories under fictitious names. 
Table III tabulates the results. Laboratories A and D 
had the highest degree of accuracy. Whether these 
results can be employed to evaluate the accuracy of 
previous determinations is a moot question. In retro- 
spect, some of these patients presented themselves with 
a positive serologic test, positive past history, no his- 
tory of previous treatment, and clinical evidence of 
neurosyphilis. Spinal fluid analyses in these cases were 
frequently positive from laboratories A and D, and 
consistently negative from laboratories B and C. Fur- 
ther, laboratories A and D agreed in 25 of 44 cases 
simultaneously tested which seemed to indicate that 
their results were more accurate. It must be confessed, 
however, that laboratories A and D had a tendency 
to report some questionable positive results near the 
end of the study, perhaps because of an overzealous 
attempt to cooperate. 

It would seem that the precipitin and complement 
fixation tests are not reliable as they are now employed 
in spinal fluid analysis. Whether this lack of reliability 
is inherent in the test itself or whether it depends on 
laboratory personnel is undetermined. In any event, a 
test which yields more uniform results is apparently 
needed. The treponema immobilization test or the 
treponema complement fixation test may fulfill this 
need. A clinical study comparing the results of the 
standard tests with the treponema immobilization test 
is now under way at our clinic. 

We believe that biologic false positive tests for 
syphilis in spinal fluid do occur, particularly in those 
clinical entities mentioned in Table I. Repeat spinal 
taps have been obtained in a few cases; however, ade- 
quate follow-up in the majority of cases has been un- 
obtainable because of insufficient personnel and lack of 
patient cooperation. 

Only 8 patients in this study were found to dem- 
onstrate definite neurologic signs ; these included Argyll 
Robertson pupil, ataxia, seizures, nystagmus, and pri- 
mary optic atrophy. Further, the usual criteria for 
syphilitic activity in spinal fluid were rarely fulfilled, 
that is, elevated cell count, increased protein concen- 
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TABLE II—DATA ON 52 CASES OF SUSPECTED NEUROSYPHILIS 


= Serologic Lab. D Lab. D 
Test for Lab. A Lab. B Lab. C Lab. D Spinal Spinal 
Case Past Syphilis Sone Spinal Spinal Spinal thn hn 
No. History VDRL VDRL ahn Kolmer Kolmer Qualitative Quantitative 
1 +2 
2 Ss 4 +4 
2a + 
3 120 u 
4 ST VDRL-+ 
5 S,G -- 40 u 
6 + 120 u 
7 — + 
8 ST + Weak + 40 u 
9 S oo Reactive — +3 40 u. 
9a — +3 
11 — — — +3 160 u. 
12 _ t + + +4 +4 60 u. 
13 } +3 +4 40 u. 
14 - +3 44 60 u. 
15 — — +3 80 u 
16 - -- — +2 +3 80 u 
17 _— 4 + ase +2 +2 40 u 
18 _- + +3 80 u 
19 - — +3 +2 160 u 
19a — = +3 +4 80 u 
20 = +4 +4 80 u 
21 Possible S + +- ? 
2la 
22 ST -+ = 
23 + — 
23a + 
24 — ? 
Pon G + _ +2 +4 160 u. 
26 a —- + + +1 +2 80 u. 
27 — — + = +2 +2 80 u. 
28 ST — + ao 
29 — — +3 160 u. 
30 -- +1 +3 
31 — — + — — +3 +4 160 u. 
32 ST — = +2 +4 60 u. 
33 + — 
34 ST — + — 
35 — — +. = 
30 ST — + — ? 
37 — — — +3 
39 G 4+ 
40 — — +. = — — 
41 — ++ +2 +3 
42 — = ? +2 — 
43 — — + _ +1 +2 40 u. 
45 G + 40 u 
46 — — + +1 +2 60 u. 
47 ? +3 60 u. 
49 _— — + — +3 +4 80 u. 
50 Possible G — + +1 +1 10 u. 
51 — Weak + +3 +3 
52 S + — — +2 +3 160 u. 
Code: Negative _ Treated syphilis ST Units | 5 
Positive ++ Syphilis Ss Gonorrhea G Repeat spinal a 


tration, altered gold curve, and elevated quantitative 
titer. 

There appears to be no significant decrease in 
the incidence of tertiary syphilis when case-finding pro- 
grams are employed. The reported decrease in inci- 
dence may result from failure to consider this disease 
in diagnostic problems. We are still encountering cases 
of neurosyphilis which develop as a result of primary 
infections occurring at a time when penicillin therapy 
was not available. Twenty to 30 years from the onset 
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TABLE IlI—VARYING RESULTS FROM 
TESTS ON COMMERCIAL POSITIVE SPINAL FLUID 


Lab. A Lab. B Lab. C Lab. D Lab. D 
Dilution VDRL Kahn Kolmer Kolmer Kahn 
1:2 Weak + — — +2 +4 
1:4 Weak + _- — +2 +3 
Weak + +3 +3 
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of penicillin therapy will be required for the evaluation 
of treated cases. The future may show that although 
apparent “cures” are afforded, the disease progresses 
insidiously to its late stage. Also, the natural history 
of this disease may be such that a resting phase may be 
a factor in its reported control. Increased travel, anti- 
biotic-induced mutations, and a lowered index of sus- 
picion may result in a future increase in incidence. 
The laboratory diagnosis of neurosyphilis has been 
shown to be dependent upon the selection of a labora- 
tory facility. There is a marked discrepancy in the 


spinal fluid analyses by different laboratories of the 
same spinal fluid specimen. A test which yields more 
uniform results is needed for determining syphilitic 
spinal fluid. 

5200 S. Ellis Ave. 
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subtotal CHOLECYS TECTOMY 


Its rationale, technic, and postoperative evaluation* 


CHARLES DURRETT FARROW, JR., D.O. 
Miami, Florida 


(Continued from the December Journat) 


Review of cases in 
this series 


At the Hospitals of the Philadelphia College of 
Osteopathy there have been performed 24 subtotal 
cholecystectomies since the first one in 1950. The tech- 
nic followed in our hospital is as follows (Figs. 1 
through 6). Through a right rectus incision the gall- 
bladder is exposed and packed off. The fundus is 
clamped with a Kelly clamp, and mild traction is placed 
thereon. The liquid contents are aspirated through a 
large bore needle, following which a small incision is 
made in the fundus of the organ. The remainder of 
the bile is then removed with a suction tip placed 
through the incision into the gallbladder. The incision 
in the fundus is then extended by scissors dissection 
cephalad to the cystic duct, removing any calculi im- 
pacted in the area. The leaflets of the bivalved gall- 
bladder are then excised completely about their circum- 
ference, within 0.5 cm. of their liver attachments. 
Bleeding points along the cut edges are clamped and 
ligated, either individually or with a running lock su- 
ture using fine chromic catgut. The remaining mucous 
membrane is not treated in any manner. The hepato- 
duodenal ligament is left undisturbed; no attempt is 
made to ligate either the cystic artery or the cystic duct. 
Two l-inch Penrose drains are exteriorized through a 
lateral stab wound incision, the first originating in the 
foramen of Winslow and passing over the gallbladder 
remnant, and the second originating in the right lumbar 
gutter. In no instance has there been evidence of either 
serious hemorrhage or generalized peritonitis following 
this technic. 

*This paper was submitted to the faculty of Philadelphia College of 


Osteopathy in partial fulfillment of the requirements for the degree of 
Master of Science, May 1958. 
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The ages of our patients ranged from 31 to 76, 
the average being 57 years. In our study there were 
15 females and 9 males. It is interesting to note that 
the average age of the 15 females is 52 years, while 
that of the 9 males is 64 years, and that these figures 
are in line with those reported by Conley** in his dis- 
cussion of chronic cholecystic disease. It is felt that a 
valid comparison of these two sets of figures can be 
made, for as will be shown, the great majority of pa- 
tients in our series gave a history of previous gallblad- 
der disturbance, and the predisposition of a superim- 
posed acute attack on a chronically diseased gallbladder 
is well 

The predominant anesthetic modality utilized in 
our series was subarachnoid block; of the 24 cases it 
was the method of choice in 16. In the remainder a 
general anesthetic, nitrous oxide with oxygen, was 
used, with the addition of succinylcholine for muscu- 
lar relaxation in 7 of the 8 cases. 

In 22 of the 24 cases in our series the gallbladder 
was distended and edematous, while of the remaining 
two, which were small (Cases 11 and 17), one had evi- 
dence of portal cirrhosis in addition to cholecystitis and 
cholelithiasis, and the second had evidence of cholangi- 
tis in addition to cholecystitis and cholelithiasis. Stones 
were present in all 24 cases. It was with much chagrin, 
therefore, that the pathologic diagnosis of adenocarci- 
noma of the gallbladder was received in two cases 
(Cases 15 and 19). It must be said, however, that the 
diagnosis was suspected at the operating table in each 
case. The first showed papillary sprouts in the prox- 
imal third of the distended, thickened, edematous gall- 
bladder; and the second showed a contiguous mottled 
area of infiltration of the liver, adjacent to the thick- 
ened, distended, mottled gallbladder. 

In the two patients who had small gallbladders 
(Cases 11 and 17) T-tube choledochostomies were per- 
formed ; a short limbed T-tube was placed in the thick- 
ened, dilated common bile duct in Case 11 after dilata- 
tion of the sphincter of Oddi. In Case 17, the common 
bile duct was tremendously dilated and contained a 
massive amount of compact, inspissated bile and gravel. 
Early in our series the cystic duct was ligated regularly, 
but only twice in the last 16 cases was this done; vir- 
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tually the same may be said for the ligation of the cystic 
artery. It is now felt that these procedures are unnec- 
essary and serve only to prolong the operation and in- 
crease the trauma to the tissues involved. 

The time from the onset of acute symptomatology 
until hospitalization varied in our series from 3 hours 
to 5 days in the acute cases. In 7 cases the situation 
was not acute; operation was carried out after an inter- 
val of days following hospitalization. In the 17 acute 
cases, however, operation was carried out an average 
of 6 hours after admission, the range being from 2 to 
24 hours. 

In 5 of the 24 cases no history of symptoms re- 
ferable to the biliary system or upper gastrointestinal 
tract could be elicited. In the remaining cases a history 
of symptoms ranging from vague “bloating and occa- 
sional belching” to previous acute attacks was present. 
These symptoms had been present for periods ranging 
from 1 week to 10 years. 

The clinical diagnoses in 21 of the 24 cases in our 
series were acute cholecystitis, empyema of the gall- 
bladder, or gangrenous, necrotic, or suppurative chole- 
cystitis. A clinical diagnosis of chronic cholecystitis 
with cholelithiasis was made in the remaining 3. It is 
interesting to note that while each clinical diagnosis 
of chronic cholecystitis was confirmed on pathologic 
study, there were 3 cases in which the clinical diagnosis 
of acute cholecystitis, based upon the clinical condition 
of the patient and the gross findings at surgery, was 
not confirmed. The pathologic diagnosis in these cases 
was chronic cholecystitis, despite the rather fulminating 
symptomatology present in each. Further, in 2 of these 
3 cases, no history of previous attacks was forthcom- 
ing. Excepting the two cases of primary adenocarci- 
noma of the gallbladder mentioned above, the remain- 


Fig. |. Gallbladder in situ. 
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Fig. 2. Gallbladder contents being aspirated, 


ing clinical diagnoses of one of the manifestations of 
acute cholecystitis were confirmed microscopically in 
each instance. 

With reference to the gallbladder bed, it may be 
said that our findings were in full agreement with those 
of Morse and Barb?; it was in reference to these find- 
ings that they wrote that in the type of case in which 
this procedure is utilized, any treatment is unnecessary, 
for the necrotic mucosa readily sloughs away in the 
subsequent drainage. Of the 24 cases, in 19 no treat- 
ment was given to the remaining gallbladder mucosa. 
In 4, because of the edema present in each, the mucous 
membrane was curetted away along the avascular cleav- 
age plane presented. In 1 case a weak solution of po- 
tassium permanganate was painted over the residual 
mucosa ; this was the only instance in which a chemical 
agent was applied. 

The drains were removed from the surviving pa- 
tients between the sixth and seventeenth postoperative 
days, depending in all instances on the amount of drain- 
age present. 


Postoperative complications 
and mortality 


In this series there were four deaths in the imme- 
diate postoperative period. In Case 4, a 61-year-old 
white woman died on the tenth postoperative day be- 
cause of a pulmonary embolism. In Case 7, a 58-year- 
old white man died on the third postoperative day, 
never having reacted from anesthesia. The cause of 
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Fig. 3. Incision of gallbladder from fundus to cystic duct. 


death was listed as cerebral anoxia due to operative 
shock. In Case 11, a 73-year-old white man died on 
the fifth postoperative day; the cause of death was 
cerebral anoxia, due to uremia resulting from acute 
renal insufficiency, following transfusion of 500 cc. of 
incompatible blood during surgery. In Case 13, a 76- 
year-old white man died within 24 hours of operation. 
The cause of death was peripheral circulatory failure, 
due to postoperative shock, due to operative hemor- 
rhage, with the associated finding of cirrhosis of the 
liver. The anesthesiologist had classed this man pre- 
operatively as a “class D risk.” 

The complications encountered postoperatively in 
the survivors were, for the most part, not too serious 
in nature. There were five instances of gastrectasis and 
epigastric distress, each of which responded to therapy. 
There was one instance of pulmonary infarction, com- 
plicated by pneumonitis, occurring on the twenty-first 
postoperative day in Case 19 (this patient was men- 
tioned previously as having a pathologic diagnosis of 
primary adenocarcinoma of the gallbladder). On this 
patient’s twenty-eighth postoperative day, after her pul- 
monary infarction had resolved on x-ray, clinical, and 
laboratory examinations, she developed a full-blown 
acute thrombophlebitis of the right lower extremity 
which responded to therapy. She was subsequently dis- 
charged on her fortieth postoperative day. 

In Cases 14 and 24, the patients were digitalized 
postoperatively. The former showed definite evidence 
of cardiac failure, while the latter was digitalized on a 
prophylactic basis when his pulse rate began to rise and 
a few sibilant rales occurred in the lung bases, bilateral- 
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ly; at 75 years of age, the patient in Case 24 was the 
oldest survivor in this series. 

In Cases 6 and 14, auricular fibrillation developed 
postoperatively ; in each case it was reverted to a sinus 
rhythm with quinidine gluconate. In Case 14 atelectasis 
was demonstrated on the preoperative chest x-ray; 
however, this patient tolerated the operative procedure 
and the postoperative period well. Case 17 developed 
mild cystitis which responded to therapy. 


Postoperative evaluation 


Of the 20 patients in this series who survived 
operation, one was lost to the postoperative follow-up. 
Of the remaining 19, 15 returned the completed ques- 
tionnaires, and the postoperative course of the other 4 
was determined through their general practitioners. 
Two of these, Cases 2 and 5, died 5 and 6 years post- 
operatively from causes unrelated to their gallbladder 
disease. The other patients, Cases 15 and 19, died 5 
months and 6 weeks, respectively, after leaving the 
hospital ; their disease was primary adenocarcinoma of 
the gallbladder. 

None of the patients who responded to the ques- 
tionnaire has required any secondary operative proce- 
dures for disease of the biliary system. Nine of the 
patients reported incisional drainage after they left the 
hospital, varying from 1 to 6 weeks in length, the av- 
erage being 2.1 weeks. More important, however, is the 
report of 9 patients that they had no drainage of any 
type after leaving the hospital. 

The length of drainage during the hospital stay of 
this last mentioned group averaged 15.1 days; however, 
if Case 19 is eliminated because of the disproportion- 
ate length of hospitalization and the lack of information 


Fig. 4. Trimming away of the redundant portion of the gallbladder. 
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as to the time drainage stopped, the average time of 
hospital drainage is 12 days. From these figures it can 
be seen that nearly 50 per cent of the patients had 
drainage which ended before their hospital discharge, 
and it was determined that the varying clinical diag- 
noses in these cases did not differ significantly from 
those in the entire series. 

Thirteen patients reported that they do not have, 
nor have they had, any discomfort after eating, while 4 
patients reported some discomfort. The remaining 2 
patients died with generalized carcinomatosis ; as might 
be expected, they suffered from postprandial discom- 
fort, bloating, nausea, vomiting, anorexia, and pain 
after meals postoperatively. In Case 15, however, the 
patient survived 5 months postoperatively but did not 
experience pain or vomiting until a terminal state was 
reached, and her postprandial discomfort did not begin 
for 2 months postoperatively. These 2 patients will not 
be discussed further in the following resume. 

Of those reporting some postprandial discomfort, 
1 stated that it occurred only with fried shell fish, and 
that it did not occur until 1 year after surgery. A sec- 
ond reported that it lasted only a short time postopera- 
tively, while the others report that although it is mild, 
it is present up to this time, 3 and 6 years postopera- 
tively. 

Eleven patients reported that they did not “fill up 
with gas” after meals. Three reported some epigastric 
fullness most of the time for a short period after eat- 
ing. Two others reported fullness only occasionally, 
while 1, since dead, was reported by his doctor to have 
had occasional bloating. 

Sixteen patients reported a complete lack of pain 
after meals, while 1 patient reported minimal pain with 
all foods for a short period. None of the 17 patients 


Fig. 5. Placement of hemostatic suture along cut edges of gall- 
bladder. 
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Fig. 6. Placement of Penrose drains, No. | in foramen of Winslow 
and No. 2 in right lumbar gutter. 


reported having, or having had, any nausea or vomiting 
after meals. 

Sixteen of the 17 patients reported that they had 
had no jaundice since leaving the hospital. The other, 
in Case 22, reported that she had one “attack” of jaun- 
dice, which cleared after treatment by her physician. 
Of course, in Cases 15 and 19, there was terminal 
jaundice. 

Ten patients reported that they are able to eat 
fried, fatty, and greasy foods without discomfort, and 
have been able to do so since operation. Two additional 
patients stated that although they were unable to do so 
for 1 to 3 years postoperatively, they now can do so 
without discomfort. Two of the patients, both of whom 
died of causes unrelated to their biliary disease, were 
reported by their physicians as having been unable to 
ingest these foods, without discomfort. Three others 
simply avoid such foods. 

Nine patients eat everything and do not limit their 
diet in any way. The other 8 avoid some of the fried, 
fatty, greasy foods or members of the cabbage family. 

Fourteen of the patients were able to resume work- 
ing as they did preoperatively or else have been retired 
because of age, not disability. Three no longer work, 
2 because of cardiovascular symptoms not present be- 
fore surgery and 1 because of back pain. 

The great majority of patients contacted volun- 
teered their complete satisfaction and pleasure with the 
results of the procedure, and not one expressed dis- 
satisfaction or disappointment. 

Table IV summarizes the foregoing information. 
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TABLE IV.—POSTOPERATIVE EVALUATION 


With fatty Unrelated to 
Symptom foods fatty foods 
Postprandial discom- 4 (21%) 2* (11%) 
fort 
Gaseous distress 4 (21%) 3+ (16%) 
Abdominal pains 0 3+ (16%) 
Nausea 0 2* (11%) 
Vomiting 0 2* (11%) 
Jaundice 1 (5%) 2* (11%) 
Fatty food intoler- 2t 
ance 


*These figures include two patients with carcinomatosis 
tTwo patients reported the distress as occurring only seldom 
tThree additional patients avoid these foods 


Discussion 


In any consideration of subtotal cholecystectomy 
there are several questions which come to mind. First, 
regardless of the procedure utilized, at what time dur- 
ing the course of the illness should surgical intervention 
be undertaken in cases of acute cholecystitis? There is 
little disagreement among authorities today on this 
question. Almost without exception the consensus fa- 
vors early intervention.'*?°-*4**°8 That this is a pro- 
gressive disease is well known, and beyond a certain 
point the mortality rises sharply with delay in opera- 
con. The frequency and increased severity of an acute 
ittack on a previously scarred and chronically inflamed 
gallbladder, as cited previously, are well known. With 
early operation, the surgical procedure is easier because 
of the avascular dissection plane presented by the 
edematous tissues; the postoperative complications are 
fewer, the hospital stay is shorter, and the expense to 
the patient is less. Early operation on 100 per cent of 
cases is the only way to prevent late, forced operation 
on 25 per cent of cases, with its concomitant hazards 
and complications. 

Second, the question has been asked whether a 
cholecystostomy might perform the required task as 
adequately and thereby avoid the removal of a function- 
ing organ. It has been well documented, as stated 
earlier, that cholecystostomy carries a much higher 
mortality rate than does cholecystectomy, even by the 
conventional method.’?"!*:?%5° And, as stated repeated- 
ly throughout this paper, subtotal cholecystectomy car- 
ries a lower mortality than does conventional cholecys- 
tectomy, in acute cases. Further, it has been shown 
radiographically that cholecystostomy is not a curative 
procedure; such a gallbladder should be removed lat- 
er.'1920 Totaling the figures reported by Layne,’ 
Spurling and Whitaker,’’ and Jenkinson and Foley,* 
it can be seen that of a total of 78 patients who under- 
went cholecystography at an average 11.1 years follow- 
ing cholecystostomy, only 38 per cent could be regarded 
as having had a normally functioning gallbladder. In 
addition to lack of normal function, 44 patients had 
either a recurrence of calculi or of symptoms. Glenn’? 
reported that in his experience, 50 per cent of the pa- 
tients who had cholecystostomies with removal of 
stones would, if the gallbladder remained, form addi- 
tional calculi within 2 years. Martin,* though some- 
what dogmatic in view of the experience of others, 
stated in 1921 that “if you drain a pathologic gallblad- 
der, you leave a cesspool which will never heal. You 
cannot drain it thoroughly.” Therefore, in the words of 
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Layne,” “the performance of cholecystostomy for the 
relief of acute inflammation of the gallbladder, in the 
hope that drainage of this viscus will result in a return 
to normal function, is not justified.” 

Finally, the question has been posted as to what are 
the effects on morbidity and mortality of widely opening 
an acutely inflamed gallbladder, as must be done with 
this procedure. Barrow,*® after analyzing 1,000 con- 
secutive cases of gallbladder disease, stated that ob- 
struction of the cystic duct seemed to be the most 
important factor in the etiology of acute cholecystitis, 
and similar statements have been made by the others 
quoted in this paper. Cultures taken in Barrow’s series 
soon after the onset of the disease rarely showed bac- 
terial growth. Likewise, Gatch, Battersby, and Wakim*' 
stated that cholecystitis is almost always caused by 
chemical agents which are normal constituents of the 
body ; bile and pancreatic juice are the usual offenders. 
In about two-thirds of all their cases of cholecystitis, 
the bile was sterile. Similarly, as reported by Andrews 
and Henry,** the bacterial flora of inflamed and normal 
gallbladders is the same, and the microscopic picture of 
the inflamed gallbladder is almost never that of inflam- 
mation due to bacteria. Gatch, Battersby, and Wakim* 
also made the observation which has been true in all of 
the series quoted, as well as our own, that abdominal 
wounds for the treatment of acutely inflamed gallblad- 
ders almost always heal without infection. They feel 
that the resorption of water from the bile within the 
gallbladder will so concentrate the bile salts that they 
may damage the gallbladder wall; then, a gallbladder 
injured by chemical action may become infected by 
bacteria within its lumen or wall. They believe that 
there is no danger in opening the gallbladder and re- 
moving its contents in performing cholecystectomies, 
and in view of the evidence presented, as well as the 
clinical experience cited in this series, it is felt that 
their conclusion is well founded. 

We at the Hospitals of the Philadelphia College of 
Osteopathy are well pleased with the results of this 
operation. The morbidity compares well with that of 
other emergency operations on patients in this age 
group. The postoperative complications encountered 
were, for the most part, not serious, and were similar 
in nature to those seen after any major surgical pro- 
cedure on older patients who have been acutely ill. The 
drainage postoperatively was not excessive. 

None of the patients in this series required further 
operation for their biliary condition, and the drainage 
present after leaving the hospital was minimal. 

The mildness of the symptoms reported by those 
patients included in the follow-up study was quite 
gratifying. Not one of the patients expressed any dis- 
pleasure whatsoever, and when the completeness of the 
follow-up is considered (95 per cent responding), this 
is all the more remarkable. 

The postprandial discomfort and epigastric full- 
ness, each reported by 21 per cent of the group, were 
not disabling in any instance ; and the remainder of the 
positive responses, exclusive of the 2 patients with 
adenocarcinoma, were limited to 1 or 2 patients. These 
figures compare well with those of Meyer. The ability 
to work was not impaired in any of these patients be- 
cause of the operation; the 3 patients who no longer 
work stopped because of symptoms unrelated to the 
biliary tract. All enjoy life and are in relatively good 
health. 

The gross mortality rate in this series, 16.6 per 
cent, was a great deal higher than that reported in the 
other series reviewed, except that of Meyer.t How- 
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ever, if the death resulting from incompatible blood 
transfusion and that resulting from pulmonary em- 
bolism are discounted, since they were not operative 
deaths per se, the mortality rate becomes 8.3 per cent. 

In evaluating these mortality figures, there are 
several other factors which should be considered. First, 
our relative inexperience with the procedure cannot be 
discounted, for certainly a much larger series would al- 
low the figures to be judged in their proper light. In 
the last 46 per cent of this series no fatalities occurred : 
the last death was that of the 76-year-old white male 
who was jaundiced and had a history of previous gall- 
bladder disease. 

Second, all of the deaths in this series were in pa- 
tients who had suffered from chronic gallbladder dis- 
ease, which, as has been shown, is known to increase 
the mortality in this condition. 

Though our mortality rates, both gross and ad- 
justed, are higher than the others quoted, again except- 
ing Meyer,’ they each are a good deal lower than those 
reported for cholecystostomy. 


Conclusions 


It is my feeling that this procedure deserves a 
prominent place in the armamentarium of every sur- 
geon. It should replace cholecystostomy in every case 
of acute cholecystitis, excepting those in which the pa- 
tient is unable to stand anything beyond simple drain- 
age under local anesthesia. It offers a better long-term 
result, a lowered operative mortality rate, and fewer 
postoperative complications ; and it can be carried out 
with less risk to the patient than either cholecystostomy 
or conventional cholecystectomy under these circum- 
stances. 


Summary 


1. The description of subtotal cholecystectomy, as 
well as its indications, contraindications, and advan- 
tages, has been presented. 

2. The varying technics reported in the literature, 
with their operative morbidity, mortality, and postop- 
erative evaluation have been discussed. 

3. The cases at the Hospitals of the Philadelphia 
College of Osteopathy have been reviewed, including 
the technics utilized, the gross and pathologic findings, 
and the morbidity and mortality. The postoperative 
evaluation of those surviving operation has been dis- 
cussed. 

4. The conclusions drawn from the foregoing in- 
formation have been presented. 
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Watch dial VECTOR representation 


A clinical note 


MILTON KUNIN, D.O. 


Los Angeles, California 


I HE ELECTROCARDIOGRAPHER who desires 
to employ the principles of vector representation has 
a choice of many devices to accomplish his purpose. 
He may plot the algebraic sum of a deflection on the 
triaxial reference system or on a Dieuaide chart, or he 
may simply refer to a table of coordinates such as the 
one published by the American Heart Association.* 

One of the simplest methods is that described by 
Hurst and Woodson,? in which a hexaxial reference 
system is employed.* By the use of this figure, the 
frontal projection of the vector may be plotted simply 
and quickly. The difficulty lies in the need for a suit- 
able diagram on which to plot the vector. Of course a 
rubber stamp can be purchased, or a diagram may be 
carried, but I have found a simple device to be ex- 
tremely useful. 

By fortunate coincidence, an ordinary watch or 

clock face bears the essential markings which enable 
the electrocardiographer to plot the vector directly and 
simply (Fig. 1). In the method to be described here, 
the electrocardiographer projects the hexaxial system 
on his watch, with the use of a little imagination. The 
vector is then projected on the hexaxial reference 
system. 
Essentially the method is that of Hurst and Wood- 
son, somewhat simplified. It depends basically on the 
fact that the axis of a standard lead is perpendicular 
to the axis of a unipolar limb lead. Thus the axis of 
aVF is perpendicular to lead I, aVL to lead II, and 
aVR to lead III. Such a pair of leads is used to esti- 
mate the direction of the vector. 

The procedure is as follows: 

1. Find the largest deflection in a standard lead. 
The vector will be relatively parallel to that lead. If 
the deflection is upright, the vector points toward the 
positive end of the lead. If downward, it points to the 
negative end of the lead. 

2. Examine the corresponding unipolar limb lead. 
If the complex is equidiphasic, the vector is perpen- 
dicular to the axis of that lead, that is, precisely 
parallel to the corresponding standard lead, as de- 
termined in step 1. If it is mainly positive, rotate the 
vector a corresponding amount in the appropriate 
direction. Thus if it is slightly positive, rotate the 
vector slightly toward the positive side. If it is mark- 
edly positive, rotate the vector to a correspondingly 
greater degree. In practice the amount of rotation will 
be fairly obvious. 

*The methods described by Hurst and Woodson were originally de- 
vised by Robert P. Grant, M.D., and are extensively used in his book, 


Clinical Electrocardiography: The Spatial Vector Approach, McGraw-Hill 
Book Co., New York, 1957. 
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3. Steps 1 and 2 are generally sufficient, but simi- 
lar correlation can be carried out with other leads if 
necessary. 

An example will make the method clear. Figure 
2a shows the deflections in the six leads. The deflection 
in lead II is the largest and upright. Therefore, the 
vector is approximately parallel to lead II, and points 
toward the positive side. The axis of aVL is perpen- 
dicular to lead II axis. The deflection here is equidi- 
phasic. Therefore the vector is perpendicular to aVL. 
We can therefore depict the vector precisely parallel 
to lead II, pointing to +60 degrees. 

In Figure 2b, the largest deflection is in lead III, 
and it is upright. Therefore the vector is approximate- 
ly parallel to lead III, and points toward the positive 
side of the lead (120 degrees). The axis of aVR is 
perpendicular to the axis of lead III. In examining 
aVR, a small negative deflection is noted. The vector 
is therefore rotated slightly counter-clockwise toward 
the negative side of aVR. This projects a slightly nega- 
tive deflection on aVR while satisfying the require- 
ments of lead III. The vector points to +105 degrees. 

In calculating the size of the deflection, it is nec- 
essary to mentally sum algebraically the areas under 
the positive and negative deflections in each lead. How- 
ever, since only relative values are required, this is 
readily estimated. 

There is one additional advantage to the use of 
the watch dial method. Since more than one vector 


AVF 


Fig. |. The hexaxial system cupertepened on a watch dial. The num- 
bers | to 12 represent the numerals on the clock face, and the correspond- 
ing degrees are noted. axis of each lead is labeled. The plus signs 
designate the positive side of each lead. 
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Fig. 2a 
Fig. 2a. The three standard leads are depicted, as well as the uni- 


polar limb leads. To the left is the vector projected on the clock face. 
Only lead I! and aVL are labeled, because they represent the coordinates 


Fig. 3 


is often required to describe a characteristic tracing, 
the method provides a useful mnemonic device. For 
example, Hurst and Woodson? provide illustrations 
depicting the spatial vector arrangements for most 
of the electrocardiographic syndromes commonly 


> Most of us, if asked whether we thought we did 
more good than harm to our patients by our doctoring, 
would be slightly astonished and mildly affronted. We 
are accustomed to think of ourselves as benevolent mem- 
bers of society; but, although we are on balance almost 
certainly justified in our belief, the truth of the assump- 
tion is not as self-evident as we might think. A century 
or two ago, when bleeding and purgation were common 
practice, and surgery was crude butchery, it is not un- 
likely that, as many contemporary critics said, doctors 
killed more people than they cured. Even today we can, 
‘unwittingly and with best intentions, do quite a lot of 
harm, either individually to our own patients or, as a 
profession, to the community. 

There are four chief reasons why honest, hard- 
working, and conscientious doctors sometimes do harm 
when they think to do good; they are ignorance, mis- 
directed enthusiasm, over-confidence, and timidity. 

Individual ignorance does not arise, because the con- 
scientious doctor is not ignorant, at least so far as medi- 
cine is concerned. But we must consider the question 
of ignorance in the wider sense among the medical pro- 
fession as a whole. It has to be admitted that most doc- 


Vo. 58, JAN. 1959 


Danger! Doctors at work 


Fig. 2b 


involved in the vector represented. Fig. 2b. Only lead IIl and aVR are 
labeled. In order to project the vector on any lead, draw a perpendicular 
from the tip of the arrow to the lead. 


observed in clinical practice. It would be difficult to 
recall these vector representations unaided. How- 
ever, if AQRS is considered to be represented by the 
minute hand, AT by the hour hand, and AST by the 
second hand, a figure can be recalled by describing 
it in terms of time. For example, their illustration 
of the vectors in a normal newborn can be recalled 
as “23 minutes to 3 (2:37)” which would enable the 
clinician to reproduce the vector representation in 
a moment, or to describe it in more orthodox terms 
as AORS + 135 degrees. AT — 15 degrees (Fig. 3). 

The method described here takes no account of the 
horizontal projection of the vector, which Hurst and 
Woodson employ for spatial representation, but this 


can be left to the ingenuity of the clinician. 
9410 S. Western Ave. 
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tors compare poorly with other professional men when 
it comes to a knowledge of such things as literature, 
philosophy, logic, economics, and even science. (We de- 
ceive ourselves if we think that we are trained in scien- 
tific method. A few may be, but the majority of 
clinicians certainly are not. Ask any real scientist.) 
Medicine is such a vast and absorbing study, and the 
course of training for it so long and exacting, that most 
of us have little time or inclination to dabble in other 
branches of learning—though there have been, of course, 
notable exceptions. . . . The unfortunate result is that 
our comparative ignorance of non-medical subjects may 
sometimes lead us, as a profession, into error. We are 
liable to be led astray by ideas that are based on unsound 
premises or on fallacious reasoning. Many of the false 
gods that we have worshipped in the past, such as Focal 
Sepsis, Intestinal Autointoxication, and Vitamin Therapy, 
might never have achieved the popularity that they did 
if more doctors had been better trained in logic and in 
the appraisal of scientific data. Those who would reduce 
the time spent by medical students on general education 
and the basic sciences should ponder this——John Forbes, 
M.D., The Lancet, December 6, 1958. 
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CASE REPORT 


Malignant giant cell tumor* 


ROBERT H. KELLY, D.O.+ 
and 
JOHN P. WOOD, D.0.+ 


Detro:t, Michigan 


¢€ IANT CELL TUMORS of bone are often con- 
fused with other tumors of similar radiographic ap- 
pearance and similar location. Lichtenstein’ describes 
giant cell tumor of bone as ‘a distinctive neoplasm 
arising apparently from non-bone-forming, supporting 
connective tissue of the marrow.” The tumor is com- 
posed of “a vascularized network of spindle shaped or 
ovoid stromal cells, regularly and rather heavily inter- 
spersed with multinuclear cells.” Many tumors that 
were previously classed as giant cell tumor variants 
have been reclassified. Two such tumors are benign 
chondroblastoma which was previously known as the 
chondromatous giant cell tumor, and aneurysmal bone 
cyst which was known in the past as an atypical sub- 
periosteal giant cell tumor in an unusual location. 

This tumor appears to be no more frequent in 
males than in females and is seldom seen in individuals 
under 20 years of age. The three most common sites 
of occurrence are the distal femur, proximal tibia, and 
distal radius. The development of this tumor is usually 
insidious and frequently the tumor is large in size at 
the time of diagnosis. The presenting symptoms are 
usually pain, limitation of motion of the neighboring 
joint, slight swelling, and tenderness over the involved 
area. 

*Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedics, St. Louis, Missouri, October 28, 1957. 
+Dr. Kelly is senior resident in the Department of Orthopedics of 


the Detroit Osteopathic Hospital. Dr. Wood is chairman of the Depart- 
ment. 


Radiographically the tumor presents an area of 
rarefaction at the end of a bone with expansion and 
thinning of the cortex and absence of periosteal new 
bone formation. The common concept of a multilocular 
(‘soap bubbles”) appearance is not characteristic of 
the untreated tumor. 

These tumors are not necessarily malignant ; how- 
ever, they should not be considered as being entirely 
benign. Fifty per cent of them will have a favorable 
outcome whether treated by irradiation or surgical ex- 
tirpation. Approximately 30 per cent will recur after 
treatment, and 15 per cent are frankly malignant. 
These tumors are occasionally malignant on the first 
examination; however, the malignant change usually 
follows one or more local recurrences after treatment. 

Siopsy should be performed before any suspected 
giant cell tumor is treated, whether therapy is to be by 
irradiation or surgical extirpation. Whenever total ex- 
cision is possible, it should be the method of choice. 
Any giant cell tumor that has recurred should be treat- 
ed by surgical ablation if it is in a surgically accessible 
site, because of the danger of malignant degeneration. 


Case report 


On February 11, 1957, a 27-year-old white man 
was admitted to a hospital with a chief complaint of 
“sharp pulling-type pain” in the medial and lateral as- 
pects of the left knee. The onset of pain occurred 3 
months prior to admission, while the patient was bowl- 
ing. He stated that the knee had locked occasionally 
since that time, producing some local pain. 

The patient gave a history of trauma to his left 
knee 3 years before. He had injured his knee while 
jumping from a box car at his place of employment, 
and had been unable to flex the knee for 4 months. He 
had been hospitalized at that time, but was discharged 
apparently without a diagnosis. 

Physical examination on admission revealed a 
well-developed, well-nourished adult white male, 5 feet 
5 inches tall, weighing 160 pounds. Examination of the 
left knee revealed swelling without discoloration, limi- 
tation of flexion and extension, and apparent pain in 
the knee when the foot was everted. The remainder of 
the physical examination was essentially negative for 
further evidence of pathologic change in the bone or 
joint, and no constitutional disease was apparent. 


Fig. 3 
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Fig. 4 


The results of laboratory tests which were done 
at that time were essentially negative and noncontribu- 
tory. Roentgenograms taken of the chest and left knee 
on February 11, 1957, were interpreted as follows: 
The chest appeared grossly normal. There was a be- 
nign tumor at the distal end of the left femur, which 
may have represented benign chondroblastoma, fibrous 
dysplasia, chondroma, or giant cell tumor (Figs. 1, 2, 
and 3). Biopsy was recommended. 

On February 14, a biopsy of the tumor in the 
distal left femur was performed. The pathologist re- 
ported findings compatible with three possibilities: 
Necrosis of bone as a result of trauma, and extensive 
old hemorrhage with a granulation tissue response ; 
osteoclastoma with extensive necrosis; or giant cell 
tumor of the tendon with necrosis. The first possibility 
seemed at that time to be the most likely. 

On February 19, additional roentgenograms were 
taken, but no change from previous findings was noted. 

The patient was discharged from the hospital on 
February 22. Roentgenotherapy was started on dis- 
charge and continued until March 5, 1,000 roentgen 
units of therapy being given through one port to the 
lateral condyle of the left femur. 

On March 28, roentgenograms of the left knee 
were again taken. The radiologist reported no specific 
changes since the last examination, and recommended 
re-examination in 30 days. Tissue from the biopsy on 
February 14 and the original roentgenograms had been 
sent to a pathologist prominent in the field of bone 
tumors. The report of his findings, dated April 16, 
was: “Giant cell tumor.” 

On May 8, the patient was admitted to Detroit 
Osteopathic Hospital with a chief complaint of pain 
and limitation of motion of the left knee. The patient 
stated that this pain had been present since a biopsy 
had been performed on February 14 at the other hos- 
pital, and that prior to the biopsy pain had been present 
in the lateral aspect of the knee with exercise. 

The admitting physical examination revealed an 
adult white male, weighing approximately 150 pounds, 
with a blood pressure of 130/88. No pathologic changes 
were noted in heart, lungs, or abdomen. Atrophy of 
the quadriceps muscle group of the left leg, with limita- 
tion of extension and flexion of the left knee, and in- 
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Fig. 5 


Fig. 6 


creased skin temperature over the left knee were noted. 
The deep tendon reflexes were equal in both lower ex- 
tremities. 

The patient was admitted to the hospital for prob- 
able surgical treatment of the apparently benign tumor. 
The procedure planned was curettement of the tumor 
and replacement with bone chips from the patient’s 
ilium. However, the patient refused to have his bone 
utilized for this procedure, and an attempt was made 
to secure bone from a bone bank; this resulted in con- 
siderable delay in the proposed treatment. The pos- 
sibility of malignant degeneration of the tumor and 
thus the danger in delaying treatment were explained 
to the patient by the attending surgeon. The patient 
still refused to have his own bone utilized and re- 
quested that we defer treatment until the amount of 
necessary bone could be secured from a bone bank. 


Fig. 7 
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Laboratory examination revealed a normal blood 
count including a differential leukocyte count, but there 
was an elevated sedimentation rate of 32 mm., serum 
acid phosphatase of 3.60 Gutman units, and a serum 
alkaline phosphatase of 5.40 King-Armstrong units. 

A roentgenogram of the distal left femur taken 
on May 9 was reported “. . . to have quite characteris- 
tic appearance of an osteoclastoma involving the lateral 
condyle and supracondylar portion of the left femur. 
Considering the rather extensive destruction, however, 
of the osteochondrium of the lateral condyle and also 
the lateral cortex, we cannot totally exclude the pres- 
ence of an invasive tumor.” 

Roentgenograms were taken on May 16 (Figs. 4, 
5, and 6) ; the report described an “extensive, destruc- 
tive lesion involving the distal portion of the left 
femur, undoubtedly due to giant cell tumor. Practically 
the entire lateral condyle is destroyed.” 

On May 21 the patient was taken to surgery with 
a preoperative diagnosis of probable giant cell sarcoma 
of the lateral condyle of the left femur. The operation 
contemplated was excision of the tumor with grafting 
at a later date if the lesion was found to be non- 
malignant. The operation performed was ostectomy of 
the lateral condyle of the left femur with apparently 
complete excision of the tumor. After surgery a full 
leg cast was applied for stability of the knee. 

The report of the pathologist on the surgical speci- 
men was: “Giant cell tumor, malignant, of femur.” 

Amputation was deemed advisable at this time. A 
midthigh amputation was decided upon. If the tumor 
had already metastasized, a higher amputation or hip 
disarticulation would be of no more value than a mid- 
thigh amputation; and if it had not metastasized, a 
midthigh amputation, being well above the limits of 
the tumor, would be more satisfactory and more ap- 
plicable to a prosthesis. 

A preoperative chest roentgenogram taken on May 
27 showed routine negative findings. 

The patient was returned to surgery on May 29, 
at which time a midthigh amputation was performed. 
The report of the pathologist on the amputated speci- 
men was: “Examination showed extension of tumor 
into fascia, muscle, and adipose tissue.” 

Four days following amputation an enlarged left 
inguinal lymph node of rather firm consistency was 
noted, measuring approximately ™% inch in diameter. 
This node was excised on June 5 and was reported by 
the pathologist to show the presence of metastasis in 
the lymph node. On June 12 both incisions were healed 
but three additional palpable masses, one inguinal and 
two subinguinal, were present and increasing in size. 

On June 23 the patient complained of a dry cough 


and discomfort in the anterior upper thorax. A chest 
x-ray taken the following day showed “Heterogenous 
infiltration in left pulmonary base. Small nodular area 
of infiltration in upper left lung field. Considering the 
history in this case, we feel that the findings are prob- 
ably due to metastasis.” 

The patient was discharged from Detroit Osteo- 
pathic Hospital on June 24 to the care of his private 
physician. 

On July 6 the patient was readmitted to another 
hospital with a diagnosis of pneumonia and metastatic 
sarcoma. The chief complaint at that time was pain in 
the lower part of the back. This pain started suddenly 
and on inspiration radiated across the ribs to the 
shoulder. The pain was noted approximately 2 weeks 
after the last operation at Detroit Osteopathic Hos- 
pital. The patient also complained of hemoptysis and 
dyspnea of one week’s duration. 

On physical examination, diminished breath 
sounds were noted bilaterally. A chest roentgenogram 
(Fig. 7) showed “Bilateral pleural effusion with multi- 
ple rounded nodular infiltration in both lung fields, 
probably secondary to metastasis.” 

The patient continued to regress and on July 18 
he died. The causes of death were given as follows: 
acute heart failure, metastatic malignant giant cell tu- 
mor, and giant cell sarcoma of left femur. 

An autopsy was performed and extensive metas- 
tases were noted, including metastasis to the heart. 


Summary and conclusions 


This patient injured his knee while working and 
had intermittent pain in it for 3 months before he 
sought medical aid. A diagnosis of benign osteoclas- 
toma was made on the basis of a biopsy specimen 
which was studied by two competent pathologists. This 
man received accepted conservative therapy, and in 5 
months from the date of biopsy died from malignant 
giant cell tumor. 

Whether this tumor was malignant at the time of 
biopsy and was not recognized as such or whether it 
underwent malignant degeneration at a later date can- 
not, of course, be determined. The purpose of this 
paper is to point up the malignant potential of the 
“benign” tumor and the rapidity with which malignant 
change, metastasis, and ultimate death can occur. We 
would also like to suggest that in any surgically acces- 
sible site complete extirpation be considered, even for 
the giant cell tumors proved benign by biopsy. 
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> Patients’ complaints of unpalatable bedside water 
called attention to the potential hazard of bedside drink- 
ing water as an unappreciated vehicle in crossinfection in 
hospitals. Inspection of patients’ water carafes in several 
hospitals revealed turbid, malodorous water in a majority 
of cases... . 

The program recommended for providing a safe 
supply of bedside water includes: proper installation and 
operation of ice-cube makers that are isolated from 
sources of bacteria shed by patients and personnel ; auto- 


Bacteriology of the bedside carafe 


matic bagging of ice cubes and storage at temperature 
less than 20°F.; dispensing of ice cubes from refriger- 
ated dispensers with ice tongs; provision of carafes with 
wide mouths to facilitate cleaning, inspection and filling ; 
daily sanitization of carafes with heat; processing of 
carafes in the diet kitchen by personnel trained in food- 
handling precautions; and complete emptying and refill- 
ing of carafes from the tap each time they are serviced. 
—Carl W. Walter, M.D., The New England Journal of 
Medicine, December 18, 1958. 
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A perennial question 
in two styles 


I. Old style—“What is an ‘osteopath’ ?” 


This is the first of two statements made as a sum- 
mary answer to the perennial question asked the osteo- 
pathic profession. The concluding statement will be 
published in the February issue. 


“What is an ‘osteopath’?” is the perennial ques- 
tion, old style, put to D.O.’s. Today, asked more often 
in new style, the question is not so simple for answer- 
ing. Be that as it may, the fact is that too few people 
are aware that the physician and surgeon, D.O., is a 
doctor prepared to practice medicine and operative sur- 
gery in the proper and regular sense of these words. 
Certainly, such a statement is as clear and plain as 
words can make it. Restated—doctors of osteopathy 
are physicians and surgeons in no way divorced from 
the fundamental facts of medicine—it provides an an- 
swer to the question, old style, that should confuse no 
one and does satisfy many. 
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Many today rephrase the perennial question, new 
style, to ask logically enough, “Why are there two 
kinds of physicians and what is the difference between 
the D.O. and the M.D.?” Its answer cannot be given 
in fifty words or less. First, one must tackle the core 
of the question. 

The dualism that is present in the fact of physi- 
cians and surgeons, M.D., and physicians and surgeons, 
D.O., would not have troubled the father or grandfa- 
ther of the new-style questioner. Prior to 1900, patients 
knew that their particular physician traveled on one of 
three medical roads—the allopathic, the homeopathic, 
or the eclectic. By 1910 a fourth kind of doctor had 
appeared on the highway, the osteopath. This newer 
school (allopathic was old school, homeopathic, new 
school) practitioner was rarely thought of as a physi- 
cian—a statement of fact, but not of truth. It has al- 
ways been true that the purpose of osteopathic educa- 
tion and training was to prepare the student to be a 
physician and surgeon. Witness the Pro Forma Decree 
of Incorporation of the first osteopathic college: 


The object of this Corporation is to establish a College of 
Osteopathy; the design of which is to improve our present 
system of Surgery, Obstetrics, and treatment of diseases gen- 
erally, and place the same upon a more rational and scientific 
basis; and to impart information to the medical profession; and 
to grant and confer such honors and degrees as are usually 
granted and conferred by reputable Medical Colleges; to issue 
diplomas in testimony of the same... . 


A fourth addition to kinds of physicians would 
not have so confused the public had not the term “os- 
teopathy” taken on a meaning different and distinctive 
from the general term “medicine.” Almost from the 
moment the new term was coined, it had a false con- 
notation that was created more by outside pressures 
than by the man back of the movement, Andrew Taylor 
Still. At the turn of the century, patients were aware 
that their practitioner of medicine was a physician, 
whether allopathic, homeopathic, or eclectic. But they 
were purposely led to believe that their “osteopath” was 
not a physician. That perversion still obtains, perpet- 
uated in part through politicoeconomic forces and in 
part through the profession’s failure to communicate 
effectively with its public. Doors were closed more than 
50 years ago. Now they cannot be forced open. 

The purpose of words is to define, to clarify, and 
to give meaning to meaning. Yet it is common expe- 
rience that the babel of words adds only confused 
meaning. A 60-year categorical use of the term “os- 
teopathy” (and its derivatives) without semantic defini- 
tion has imposed boundaries that continue to puzzle the 
public, and perplex both the professions of medicine 
and of osteopathy. Although in 1958 the question, 
What is an osteopath? is more often asked new style, 
the perennial question remains unanswered no matter 
how stated. By now the words used both to ask and to 
answer it start psychologic (emotional) reflexes that 
are difficult to control. 

The problem is in depth. The public grows in- 
creasingly baffled by its attempt to understand not 
merely the meaning of the word “osteopathy” but its 
meaning in relation to “medicine.” The fundamental 
confusion, however, is with the seed word “medicine.” 
The public has no solid acquaintance with medical his- 
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tory. To people generally, medicine means the profes- 
sion of medicine, whose spokesman is the American 
Medical Association. Even literate people never think 
of medicine in general terms—as a body of knowledge 
covering the ills that beset man’s body and the methods 
of maintaining it in health or administering to it in dis- 
ease. Medicine is a discipline like philosophy, law, the- 
ology, or science, and hence a part of man’s learning. 
So defined, “medicine” does not refer to the profession 
or to the activities of organized medicine. If a concrete 
answer is to be made to the perennial question, it must 
be concretely based on a semantic definition of “medi- 
cine.” 

Confusion about the meaning of the words “os- 
teopathy” and “medicine” cannot be blamed on any one 
group. As a profession, however, we continue to ham- 
per effective communication with other professions by 
talking in words and phrases that are understandable 
only within our profession. Such phrases as osteopathic 
concept, osteopathic philosophy, osteopathic contribu- 
tion, a complete school, heritage, distinctiveness, all as 
the basis for independence and separateness, have 
meaning to us as D.O.’s. To some they have a hal- 
lowed meaning, for they represent battles won and a 
war still hot. To the public generally, as well as to its 
literate people, these words and phrases are a special 
language. They have no meaning. Our profession un- 
derstands its own language, and the words are useful 
for intraprofessional communication. However, every 
question about osteopathy that is answered in this lan- 
guage breeds another question—if one has not already 
lost his questioner. The ambiguous is made more con- 
tradictory by our attempts to explain our purpose and 
aims in terms that we have never defined clearly. Is 
there any mystery in the fact that our answers to the 
perennial question result in little or no response from 
the public? Effective communication about osteopathic 
status today is shut off by a word-curtain half a cen- 
tury old. Should we not now seriously consider how 
we may best penetrate it—or even tear it down? 

Osteopathy today can be made understandable to 
literate people as a medical movement within past and 
present medical history. But the osteopathic situation 
can be described only through a description of the 
medical situation which provides a background. We 
have too long cut off our roots. The relational status 
of the two healing art professions—medicine and os- 
teopathy—that provide a complete health service can be 
identified only through some knowledge of the status 
of medicine itself. 

Allopathic medicine, homeopathic medicine, and 
eclectic medicine have meaning only when explained 
within their historical framework. Used alone the terms 
are anachronistic. Used to describe present-day medicine 
they only archaize it. These phrases should not be 
used except as political weapons, employed in medico- 
political struggles between the two now existent com- 
plete healing art professions. Their employment with- 
in scientific circles would be nonsense. These words 
have no relation to the philosophic, scientific, and tech- 
nologic aspects of modern medicine. Likewise they are 
not related to medicine’s organizational aspect. They 
are dead words. 

Taken out of its historical framework and sep- 


arated from its organizational aspect, the word “‘osteop- 
athy” (and its derivatives) itself tends to confuse peo- 
ple. When we use “osteopathy,” we must be prepared 
to explain it as a medical movement representing a vital 
social force. And of this we can rightfully be proud. 
The osteopathic movement has never been more alive 
or effective in exerting influence and applying power 
than now—to society’s benefit. In brief, an understand- 
ing of the relationship between the professions of medi- 
cine and osteopathy today requires a semantic definition 
of the term employed to describe the concrete situation 
—the semantic definition that gives meaning to mean- 
ing. Otherwise, there can be no dialogue. And it is to 
the public that both healing art professions are be- 
holden. 

To refer to kinds of medicine is to speak organiza- 
tionally of the discipline, rather than of the body of 
scientific or scientifically applied knowledge—the prac- 
tice of medicine. The day has passed when one can 
refer to systems or schools of medical thought. Today 
there are no systems of medicine; systems represent 
closed thinking and are inimical to scientific develop- 
ment. Medical systems are complexes of principles, 
ideas, and concepts that form a coherent body of limita- 
tions and can be reduced to dogma. 

That there is no closed thinking in medicine does 
not, however, imply that there are no closed minds 
among practitioners, organizational leaders, educators, 
and researchers. The closed mind shunts its possessor 
off the scientific road and onto bypaths. If he is an 
enthusiast and a creator by nature, he founds a system 
or school of medical thought. Modern medicine’s own 
keenest critics assert that it tends to be inflexible, that 
it has stayed largely on one road since the birth of 
scientific medicine 75 (circa) years ago. Some claim 
that even medical research has been largely hardened 
into a pattern. Could it be that systems of medicine 
still hamper its full progress? 

This does not imply that modern medicine is actual- 
ly a “system.” It suggests that modern medicine has a 
fixed approach and tends to be stifled by its organiza- 
tional machinery and by what has been well called the 
“overweight of medical knowledge.” This is a state of 
affairs, in part, growing out of the complexity of mod- 
ern scientific knowledge. It speaks of human inability, 
particularly the tendency of individuals to pre-empt a 
little piece of knowledge and blow it up into a con- 
tinent. 

The profession of osteopathy has long left off 
acting as if it were a system or school of medical 
thought. But its loyalties to a past never to be recov- 
ered make it talk at times as if it were such and bring 
down upon its own head the accusation that it is a one- 
concept system. This alone tends to keep alive the 
perennial question, What is an osteopath ? 

It is true, the profession of medicine disavows 
the single-concept philosophy. Modern medicine thinks 
of itself as no school or system of medical thought, 
and proclaims no loyalties except to what is termed 
vaguely “the scientific method,” but pointed to by Mor- 
ris Cohn and Ernest Nagel as nonexistent—they say 
there are only scientific methods. Medical research and 
practice seem limited by a question that troubles its 
own more thoughtful critics—the one question that 
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haunts the training of doctors of medicine and follows 
them into practice: “What has the patient got and what 
can I do for him?” It is curative medicine masking 
as modern medicine that comes close to being a system, 
and handicaps its advance toward a truly comprehen- 
sive medicine. 

These questions may seem far afield from the 
question, old style: What is an osteopath? Actually 
they are not afield. The perennial question will never 
be answered unless we first identify ourselves to our- 
selves, that we may be identified to others. THE Jour- 
nal has urged, as our profession’s first responsibility, 


The PURING THE past year, 

A.O.A.’s HEALTH attempt- 

: ed editorially to inform its 

Business readers of the comprehen- 

sive services that medicine 

has to offer patients but 

that many never receive. HEALTH pointed to lag—lag 

between medicine’s progress and its practice. Medi- 

cine has accumulated an immense storehouse of knowl- 

edge, but doctors do not withdraw it and patients do 

not ask for it nor plan how to pay for it. How to 

overcome the lag? By health education leading to the 
public’s full use of medicine and its doctors. 

At the moment, the public’s education is being 
advanced in the opposite direction. The point raised 
is that it is not so much the public’s failure to demand 
the “Great Medicine” now possible as it is the failure 
of traditional medical practice to furnish it. The tables 
have been turned. The public is now being advised to 
take stock, not of itself, but of the doctor businéss. 
Every physician will want to read—and should—The 
Doctor Business, just off the presses of Doubleday & 
Company, and available for $4.00. The author, Richard 
Carter, is no malcontent, but a qualified reporter, a 
well-known medical writer, and a recipient of the 
George Polk award for journalism. He is an able per- 
son, a student of the times, and an authority on the 
subject. 

The Doctor Business was 7 years in the making, 
and its author left few sources untapped. He comes 
up with a profile of the doctor that is etched in acid 
with not a line softened. The picture that emerges 
is that of the everyday, everywhere, practicing physi- 
cian. Put to the test, he is an unscrupulous, overcharg- 
ing, unnecessarily operating, fee-splitting human being. 
He looks like a man who thinks what a famous poli- 
tician said at the turn of the century, “Damn the 
public!” Neither does Mr. Carter spare the doctors’ 
professional organization. No one would dispute the 
fact that the American Medical Association is the one 
spokesman for modern medicine in the United States. 
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the definition of its terms. Thereby it could become 
possible today for us to answer the perennial question, 
put either old style or new. It is tough to do and pain- 
ful, because it requires us to slough off our mental 
laziness and enter into dialogue with each other. 

THE JoURNAL had suggested earlier that one way 
to effective communication might be through physical 
medicine—not as a specialty of modern medicine but as 
conceptual medical thinking. One correspondent has 
queried: Is osteopathy a bridge to physical medicine? 
THE JoURNAL’s answer is yes, if the converse is grant- 
ed: Physical medicine is a bridge to osteopathy. 


COMMENT 


Others have called it an agency of “dominion and 
power,” exceeded by no other single group. Mr. Carter 
puts this organization on trial, with himself as the 
prosecuting attorney. Never for one moment does the 
author relax his invective skills. Will the jury, the 
American people themselves, be convinced? We should 
hope not. 

The facts that are in the book and the documented 
exhibits placed on the table do not set the medical 
profession apart, for the truth remains that human 
faults and frailty plague every profession, industry, 
and trade. To think that social organizations will rise 
above the human beings that make them up is to be 
unrealistic. But to see in that which is merely human 
only the demonic is to be blind to the light which 
shines in men and their purposes, though it does at 
times remain hidden. 

Let the indictments be acknowledged. Wise physi- 
cians will freely grant their truth, knowing that they 
do not make up the total truth of medicine. Medicine 
is a vocation in the rich and full sense of that word. 
Great doctors, more than all others, have admitted that 
they were unable to live up to its demands. A society 
that prefers to spend more for cosmetics, chewing gum, 
liquor, and the latest model car than it even plans te 
spend for health would have little place for the wholly 
dedicated physician. If organizations are immoral they 
but reflect the society which creates them. 

But the public will not be entirely convinced by 
Mr. Carter that physicians are always wrong. Too many 
know otherwise of their own doctors. Organized medi- 
cine has its weaknesses, not the least of which are over- 
weening arrogance and self-sufficiency. But many lay- 
men know, too, that medical education, hospital 
standards, and the control of illicit practice, all have 
been advanced by the American Medical Association, 
working quietly and effectively over decades. 

Modern medicine is functioning in a world in 
revolution and change. It is beset by ambiguities. 
Medicine, naturally limited by the worth of individuals 
who act for it and by the weaknesses of the agencies 
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through which it functions, has never occupied an ad- 
vantageous position. Like the church, it attempts to 
minister to a profound human need. And like the 
church, its goals lie far beyond human attainment. 

Every physician should read The Doctor Business 
with humility. His own life and his practice will con- 
stitute his best defense among thoughtful men. If 
medicine were not so great a profession, Richard Car- 
ter could not have made so strong a case for its weak- 
nesses. 


1958 THE 1958 NoBEL Prize in 

Medicine and Physiology 
Nobel has been awarded to three 
Prize American geneticists—Dr. 


George W. Beadle of the 

California Institute of 
Technology, Dr. Edward L. Tatum of the Rockefeller 
Institute, and Dr. Joshua Lederberg of the University 
of Wisconsin. Their accomplishments were in the field 
of basic research on the frontiers of the realm of 
living things, but are being applied to the production 
of lifesaving substances. Specifically, their several 
studies have resulted in a fourfold increase in the 
production of penicillin, the development of new means 
for assaying vitamins and amino acids in foods and 
tissues, and the shedding of new light on the behavior 
of viruses—this last achievement opens up new vistas 
for the control of virus diseases. 


Health ‘THE GOVERNMENT recently 

on a weed announced that three of its 
Departments are working 
ISSUE on a plan to promote bet- 


ter health in undeveloped 

countries at a first year’s 
cost of about $70,000,000. The New York Times terms 
the sum a “tiny figure” in comparison with the need 
and with our gigantic national defense budget, and 
avers that it is right that we stand for political free- 
dom. But this great newspaper would remind us that 
today man’s heritage entitles him to “freedom from 
trachoma, malaria, tuberculosis, typhoid and other 
plagues.” “Health,” says The Times, must be consid- 
ered “‘as a world issue.” 


Against MORE THAN 6 years ago 
“pemmazer THE JouRNAL (July 1952) 
P y published a lead article that 
death” remains as basic, timely, and 


informative as the day it 

was published—its title, 
“The Resuscitation of Patients Who Die in the Operat- 
ing Room,” by Leonard C. Nagel, D.O. Back of the 
article lay the tremendous experience and deep convic- 
tions of Claude S. Beck, M.D., long-time professor of 
cardiovascular surgery at Western Reserve University 
and pioneer cardiac surgeon. For the last 10 years Dr. 
Beck has taught a course in “restarting hearts that have 
stopped in the operating room.” No sectarian, Dr. 
Beck has freely taught the art and skill of cardiac re- 
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suscitation to hundreds of persons from all over the 
United States, especially those who were a part of sur- 
gical staffs. Credit also goes to the Cleveland chapier 
of the American Heart Society for making it possible 
for Dr, Beck to teach the course. 

Speaking at the 12th clinical meeting of the 
A.M.A. held in Minneapolis in December, Claude Beck 
warned his audience that the United States is lagging 
in the art of heart resuscitation. He pointed out that in 
Moscow there is an institute devoted specifically to 
technics that will overcome cardiac arrest, occurring as 
it does once in approximately a thousand operations. 
Said Dr. Beck, “This group has charge of death, so to 
speak, and it functions not only in the operating rooms, 
but throughout the hospital.” He suggested that there 
should be a place in medical thinking for such terms as 
“temporary death” and “reversal of the heart factor by 
restarting the heart promptly after it has stopped.” He 
emphasized that there are hearts that are structurally 
too good to die and that, stopped, need only a second 
chance which the alert surgeon can provide. 

THE JoURNAL has pointed out previously that 
every osteopathic hospital in the United States, large 
and small, should have a trained resuscitation team, 
conditioned by periodic drills to meet the emergency 
of sudden stoppage of the heart, when it arises. Every 
doctor knows that he has no more than 5 minutes to 
reverse this “temporary death,” as it is so meaning- 
fully termed by Beck. 

THE JouRNAL acknowledges the profession’s in- 
debtedness to Claude Beck for his recognition of the 
fact that knowledge which will save human lives should 
transcend organizational barriers. 


Institute MEDICAL scientists main- 

f +: tain that malnutrition is 
the largest single contribut- 
sciences ing factor to endemic dis- 


ease in every part of the 

world. That academic word, 
“malnutrition,” translated into human terms means 
that about a billion persons in the world have never 
had, and will never have, from birth to death, what we 
Americans call a “square meal.” But it is not easy to 
picture the 100 million babies who will try to go to 
sleep hungry tonight. Fortunately there are great 
agencies already at work in the field. Columbia Uni- 
versity has set up an Institute of Nutrition Sciences in 
an attempt to help in the training of a dedicated corps 
of scientists whose job will be to help feed the hungry. 


Number °° WE HAVE enough physi- 
f cians in this country? Will 

OF the foreseeable supply in the 
doctors years ahead lag behind the 
nation’s needs? In answer- 
ing “no” to both questions, 
this column has only echoed from time to time the 
opinions of thoughtful critics of medical education. 
Heretofore, these views have been seriously disputed 
by the American Medical Association. The fact that 
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the ratio of doctors to population has remained constant 
has always been cited as proof that America has had 
enough physicians. We welcome, therefore, the report 
in the November 15 issue of The Journal of the Ameri- 
can Medical Association containing remarks made by 
A.M.A. president David B. Allman, M.D. Dr. Allman 
said in part: 

No one will deny that, as our population grows ata rate far 
beyond estimates of a few decades ago, as health consciousness 
continues to grow, and as new problems arise, there will be 
continuing need for increased numbers of well trained medical 
personnel. . . . Efforts to compare unqualified statistics for 


physician-population ratios in recent years with those early in 
the century are not only meaningless, but actually misleading. 


This is evidence of genuine progress in a social 
point of view, on the part of organized medicine. The 
position of the Council will be a primary factor in se- 
curing adequate medical care for the people of the 
United States. It is a first step toward the solution of 
an important national problem that is growing in se- 
riousness. 

It is a source of satisfaction to the osteopathic pro- 
fession to know that it is doing its relative share in 
providing more physicians. 


Notes HE NUMBER oF known vi- 
in briefer exceeds 300, ac- 
cording to a recent report 
form from the National Institutes 
of Health. Eighty viruses 
that infect man have been 
discovered in the last 10 years. One of the latest found 
is the “salivary gland virus.” It is dormant in 10 per 
cent of healthy children of nursery-school age in cities, 
but in some cases it can attack the central nervous sys- 
tem in early infancy or in the prenatal stage, resulting 
in mental deficiency. {The National Committee that 
will organize and direct the Golden Anniversary White 
Haven Conference on Children and Youth has been 
appointed by President Eisenhower. Date of the Con- 
ference has been tentatively set for March 27 to April 
2, 1960. Doubtless the American Osteopathic Associa- 
tion will have an opportunity to participate in the Con- 
ference, as has been true of several held previously. 
Of the 416 children stricken with paralytic polio dur- 
ing the first 9 months of last year, four of every five 
had received no vaccine, according to a report by Ar- 
thur S. Fleming, U.S. Secretary of Health, Education, 
and Welfare. 


SPECIAL 


Working 


TOGETH ER for 
HEALTH’ 


PHILIP E. RYAN 


Executive Director, National Health Council 
New York, New York 


L: MOST ANNUAL meetings of the member 
agencies of the National Health Council our greetings 
and best wishes are sent by telegraph. It is a source of 
real satisfaction to be able to deliver to you in person, 
on behalf of your fellow member agencies and Dr. 
Norvin Kiefer, the president of the National Health 
Council, greetings on the occasion of this, your Sixty- 
Second Annual Convention, and best wishes for a satis- 
fying and fruitful convention. Dr. Kiefer, who, as you 
probably know, is now the medical director of the 
Equitable Life Assurance Society of the U. S., recalled 
to me just before I left New York that not long ago 


*Presented at the Sixty-Second Annual Convention of the American 
Osteopathic Association, Washington, D.C., July 14, 1958. 
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he too had the pleasure of speaking before one of your 
annual meetings when he was here in Washington with 
the Federal Civil Defense Administration. I bring you 
his warm personal greetings, as well as his official sa- 
lute as president of the National Health Council. 

In preparing to meet with you this morning, I re- 
viewed some of the reports of your 1957 meeting. It 
was gratifying to note in the address of your outgoing 
president, Dr. Robert McCullough,’ these words: “Re- 
lations with other professional and health-oriented 
groups have continued to improve during the past year. 
The focal point of much of this advance has been and 
will continue to be the National Health Council.” Simi- 
larly, I noted, again with considerable satisfaction, that 
Dr. Carl Morrison,’ in his presidential acceptance ad- 
dress at the same meeting, stated: “One of our greatest 
opportunities for service at local as well as national 
levels is through our membership in the National 
Health Council.” 

This kind of recognition of the function of the 
National Health Council and the role of its member 
agencies is, of course, gratifying to the ego of one who 
bears the title of executive director of that organization. 
But more than that, it seems to me that this manifest 
desire and ability to work together with others is a 
mark of maturity. It is all too clear to me that organi- 
zations, as well as individuals, have relative degrees of 
maturity. Some manifest many of the characteristics 
of adolescence in a self-centered lack of concern for 
the other fellow’s point of view, or proper place in the 
scheme of things. Lacking recognition of the indivisi- 
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bility of health efforts and the interdependence of every 
one of the organizations concerned with health im- 
provement, this adolescent attitude leads to unwilling- 
ness to cooperate and a perennial suspicion of those 
who offer cooperation. These organizations are few, 
but they exist, and some day I hope they will grow 
up and be ready, as you are, to work together in the 
common cause of health improvement. 

There is, I think, a further demonstration of ma- 
turity in your choice of the theme for this meeting. As 
you direct your attention to the broad problems of pub- 
lic health and preventive medicine, you are fortunate, it 
seems to me, in having as speakers here such leaders in 
the field of public health as Dr. Berwyn Mattison and 
Dr. Aims McGuinness. From their broad experience, 
both in the professional concerns of public health and 
in the administration of Federal, state, and local health 
activities, they can bring you a clear picture of the 
changing scene in public health and the steps that are 
being taken and planned to cope with the increasingly 
complex problems of public health. 

I am not an authority on public health, but my job 
in the National Health Council gives me an opportunity 
to be somewhat aware of the changing health needs and 
of the programs to meet these needs that are being car- 
ried forward individually and jointly by the various 
national organizations. Our membership, as you know, 
includes more than 60 national health groups, including 
voluntary and governmental health agencies, profes- 
sional and civic organizations, and business groups 
having a major concern in the field of health. 


Out of this opportunity to observe our health 
problems and programs, I would like to cite for you a 
few examples of the things that are being done through 
the National Health Council. These may serve to illus- 
trate some of the major needs in public health today. I 
would like to emphasize the fact that these are exam- 
ples of cooperation—of working together. They remind 
me of a story told to me in Korea 6 years ago when I 
was assigned there with the Civil Assistance Command. 
The story is of an old Korean philosopher who won- 
dered about the difference between heaven and hell. 
One day in a dream he was given the opportunity to 
observe the difference. He was led into a beautifully 
appointed room and there, in the center of the room, 
was a low round table heavily laden with all of the 
many delicacies of the Orient. Seated on soft cushions 
around the table was a group of men struggling des- 
perately to feed themselves, but completely unable to 
do so because the chopsticks in their hands were 6 feet 
long. This was hell. The old philosopher was then led 
into another room, similarly appointed, similarly 
equipped with a low round table heavily laden with 
delightful foods. Here, too, was a group of men seated 
around the table on soft cushions. They, too, were 
equipped with chopsticks 6 feet long, but here was no 
struggle; here was no desperate seeking for food. 
These men had learned to feed each other with their 
6-foot chopsticks. This, obviously, was heaven. 


The task in public health cannot be accomplished 
by the professions alone, but the leadership must come 
from the professions. lor too long there has been little 
effort to bring the public into the partnership for health 
improvement. Now we know that only as we have an 
informed public—only as the people know and under- 
stand, and, as a consequence, support health programs 
for themselves, their families, and their communities— 
can we have real progress. A French premier once 
said that war was too important a subject to leave to 
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the generals. I like to paraphrase that to read: “Health 
is too important a subject to leave to the professionals.” 

The major health problems are no longer those 
that can be licked by sanitary codes or other legal pro- 
visions imposed by the few on the uninformed masses, 
Personal decisions take on greater significance—what 
we will eat and how much, whether we will smoke, 
how we will drive a car, how we will conduct our per- 
sonal relationships with others, when to have a physical 
check-up, whether or not we will support voluntary and 
governmental health programs, what provisions to 
make for health insurance—these are the decisions 
which will determine our national health. Only people 
with knowledge can make the right decisions: knowl- 
edge that can reach them through their physicians and 
through their participation in health programs devel- 
oped by the cooperation of all health leadership in the 
professions, in the voluntary agencies, and in the gov- 
ernmental health services. 

It is in recognition of this need for public under- 
standing and public partnership in health efforts that I 
cite first, as an illustration, the U. S. Junior Chamber 
of Commerce Community Health Program in coopera- 
tion with the National Health Council. Through this 
program, now on a year-round basis, the U. S. Junior 
Chamber of Commerce is encouraging its nearly 300,000 
members—young and energetic business and commu- 
nity leaders—in nearly 2,000 chapters throughout the 
country to engage in community health programs to 
help make their communities better places in which to 
live. Through the cooperation of various member 
agencies of the National Health Council, materials on 
specific programs which might be undertaken by chap- 
ters of the Junior Chamber of Commerce have been 
prepared and made available. The Jaycee leaders are 
encouraged to consult with medical and public health 
leaders to determine community health needs and to 
secure advice about the kinds of programs most needed 
in the promotion of better health in their communities. 
The opportunity these programs afford for the business 
leaders of tomorrow to learn about health and health 
programs through active participation can significantly 
advance the cause of health. 


The second activity through which national agen- 
cies are working together in the National Health Coun- 
cil illustrates, it seems to me, a second basic need in 
public health: the need for the most effective organiza- 
tional structure through which public health services 
are to be rendered. Unless an efficient mechanism is 
available, the resulting services are likely to be less 
effective. In the framework of the National Health 
Council there is a National Advisory Committee on Lo- 
cal Health Departments. National agencies, voluntary, 
governmental and civic, both members and nonmem- 
bers of the National Health Council, have representa- 
tion on that National Advisory Committee. The com- 
mittee, through its meetings and publications, provides 
a device whereby the agencies can work together in 
promoting the development of officially supported com- 
munity health services and in stimulating the kind of 
experimentation and exchange of experience that will 
promote the organization of public health services on a 
sound basis. The goal is to assure to all of the Ameri- 
can people the kind of officially supported community 
health services that will meet present and projected 
public health needs. 


The third National Health Council activity, through 
which more than 100 national agencies are working to- 
gether, is aimed at meeting a fundamental need in all 
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aspects of health: the shortage of health manpower. 
The shortage is especially acute in public health, but it 
is equally as serious in professional education, in re- 
search, and in all phases of health services, especially 
in mental health and rehabilitation. There is no aspect 
of health work which is not now seriously affected and 
which will not in the future be even more critically 
affected by the shortage of competent, trained people to 
do the health job. Fortunately, within the past 3 or 4 
years, it has been possible, through the National Health 
Council and its Health Careers Program, for construc- 
tive action to be taken to do something practical about 
our health manpower needs. 

Aimed first at getting good factual information 
before all of the nation’s high school students, the proj- 
ect, initiated with the help of the Equitable Life As- 
surance Society, produced and widely distributed the 
Health Careers Guidebook. This Guidebook contains 
factual information about more than 150 careers in 
health with information supplied by and endorsed by 
the various professional associations. The Guidebook 
includes osteopathy, even though our insistence that 
osteopathy be included created serious problems of re- 
lationship with other organizations. I know that your 
own Officials were not entirely satisfied with the de- 
scription of osteopathy included in the Guidebook, but 
it is, nevertheless, a statement of the facts—the kind of 
facts that young people, their parents, and their teach- 
ers and counselors need to know. 

The Guidebook has been supported by many dif- 
ferent kinds of supplemental materials—posters, ex- 
hibits, leaflets, and a film—produced by the Health 
Careers Project. Moreover, it has given rise to nu- 
merous new publications produced by state and local 
groups to provide more detailed information about ca- 
reers in health suitable to the particular localities. Still 
further resources have become available to help carry 
the message of the need for health personnel. Recently 
the American Medical Association and the American 
Hospital Association have joined, with the help of 
Squibb & Sons, in the production of a film outlining 
career opportunities, particularly in hospitals. Recent- 
ly too, also with the help of Squibb & Sons, the Ameri- 
can Heart Association has produced a TV series called 
“Decision for Research.” The series is now available 
in kinescope and is supported by an excellent pamphlet, 
all designed to encourage young people to consider ca- 
reers in research in the health field. 

The Health Careers Program underpins the re- 
cruitment efforts of all of the professional associations. 
It is not a substitute for them. As a matter of fact, it 
stimulates professional associations to step up their 
recruitment activities. No national program can be ef- 
fective unless there is good supporting state and local 
action. One of the most encouraging aspects of the 
Health Careers Program is the fact that, even without 
field personnel sent out from our office, there have de- 
veloped spontaneously throughout the country more 
than 200 state and local health careers committees. 
They provide further ways for the professions and the 
voluntary and governmental agencies to work together 
with guidance personnel and educational authorities, 
and with civic groups, to do a more effective job in en- 
couraging young people to consider careers in health. 

We have recently moved into a second phase in 
the Health Careers Program, through the appointment 
of the Commission on Health Careers, under the chair- 
manship of Dr. Leonard Scheele, formerly Surgeon 
General of the United States Public Health Service and 
now president of Warner-Chilcott Laboratories. The 
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Commission will do and stimulate the many further 
things that are necessary if we are to make any dent at 
all in the increasingly serious problem of health man- 
power shortages. It includes within its purview prob- 
lems of utilization, job satisfaction, education and 
training, supply, and recruitment. It will carry on a 
program of fact-finding, of study and evaluation and 
action, and of public information. The Commission 
represents the public interest in the problem of ade- 
quately staffing America’s health services. 

These activities, it seems to me, help to illustrate 
some of the major problems in the field of public 
health. First, there is a need for public knowledge 
about health, so that there will be better personal health, 
family health, and community health, and so that the 
efforts of voluntary and governmental health organiza- 
tions will be supported. Here, I would like to pause 
and pay tribute to the American Osteopathic Associa- 
tion for a project in health education undertaken dur- 
ing the past year. Your experiment in Paducah, Ken- 
tucky, to test the effectiveness of public education 
through the mass media should add much to the knowl- 
edge of all of us and should be a further step in the 
common effort to do a more effective job in giving the 
people the health knowledge they need and the motiva- 
tion to act on that knowledge. Your partners in the 
National Health Council look forward to your report 
on that experiment. 

The second major problem is the need for the best 
possible kind of organization to render through public 
agencies the health services that people have a right to 
expect to be provided through their government. 

The third is the problem of adequate staffing of 
health services. 

If you look at the field of public health and pre- 
ventive medicine from these three points of view and 
study public health in your community from these 
vantage points, you will, it seems to me, have a frame 
of reference for study and examination and for identi- 
fying things that can be done through organized os- 
teopathy in cooperation with your colleagues in the 
other professional associations, and in the other health- 
related organizations. 

There is one final point which I would like to em- 
phasize as we talk about today’s problems in public 
health and try to look into the future. It is not only 
because of the pressing needs for more effective public 
health services for the benefit of our own citizens that 
we need to be concerned about improvement in public 
health. It also has a direct bearing on the effectiveness 
of our international relations and our foreign policies. 

Our period is one in which missile mice and sput- 
nik spaniels grab headlines. This race into space is 
enormously important. So are more powerful arma- 
ments and greater steel production. But the most tell- 
ing argument to the people of the world lies in demon- 
strating superiority in the protection of health and 
well-being. We can expect stepped-up competition be- 
tween the free world and the Soviets in the field of 
health. In the provision of health services the Soviet 
Union has made giant strides. The life span of its 
people has been significantly extended. It has attained 
a ratio of one physician for every 600 people (a ratio, 
surprisingly enough, somewhat better than America’s). 
It may soon be ready for massive export of health 
services to other nations, accompanied by blasts of 
propaganda. Where do we stand as we look forward 
to that competition for the minds and hearts of men? 


World leadership in health is ours, here and now. 
Through various international health programs, we are 
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doing an outstanding job. But two factors can threaten 
this leadership of ours: One is complacency ; the other 
is failure to gear up adequately for the long-range com- 
petitive struggle. 

We need an all-out effort to improve our own per- 
formance, to export our skills and services, and to help 
other nations develop their own health programs. It is 
here especially that leadership is required on the part 
of the professional associations in the field of health. 
A cooperative effort of all who are competent to speak 
for the healing arts is urgently needed. Three things 
are especially important and can best be done by the 
working together of associations like yours: (1) More 
effective recruitment and educational programs to pro- 
duce the skilled and dedicated professional people who 
are indispensable to such an effort; (2) more compre- 
hensive and intense research to find the answers to the 
principal ills which beset the people of the world; and 


The Rural Clinics Program of 
the Kirksville College of 
Osteopathy and Surgery* 


Part I. The development of the Program 


DONNA LAMB FISCHER 


tj... IN osteopathic education is the 
system of Rural Clinics established by the Kirksville 
College of Osteopathy and Surgery to enable students 
to gain practical experience in general medicine. No 
other school in the nation offers such training. As with 
any new program in a competitive field, particularly 
when traditional methods are altered, development of 
the Kirksville program was difficult and beset with 
problems. Changing the curriculum, training staff 
members, solving certain legal enigmas, gaining the 
confidence and support of the people in the area, all 
had to be undertaken with little precedent to serve as 
guide. 

For perspective, the Kirksville program should be 
viewed against the general background of medical edu- 
cation. A survey of the literature shows that although 
many medical schools have experimented with ways to 
break the traditional bonds in education, only a few 
have achieved anything like a growing, progressive, 
and accepted method of instruction. The general trend 
toward functional changes in teaching methods, how- 
ever, is an important feature in the history of medical 
education. The goals and ideals of educators are con- 
stantly undergoing revision in the light of expanding 
scientific knowledge and in response to sociologic de- 
mands at various times. Concepts of adequate training 
for physicians have changed radically in comparatively 
recent times—from the apprenticeship philosophy of 
the early nineteenth century to the modern programs 
of highly specialized training through medical schools 
and hospitals. 

*Based on a thesis submitted in partial fulfillment of the require- 


ments for the degree of Master of Arts, 1957, Northeast Missouri State 
Teachers College, Kirksville, Missouri. 
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(3) attention calling, so that the American public, their 
administrators of international programs, and the Con- 
gress will see the need to step up international health 
services, both through the United States and United 
Nations programs. 

And so, with that final look at the world situation 
and the inter-relationship of health and world-wide 
well-being, I again express to you my appreciation of 
the opportunity to talk here today and I again extend 
to you the best wishes of your fellow member agencies 


in the National Health Council. 
1790 Broadway 
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One important influence for change stems from 
the interaction between social conditions and_ the 
sciences. Dramatic socioeconomic changes have result- 
ed from the success of preventive and therapeutic 
medicine in controlling diseases and epidemics, and 
these changes have in turn posed new problems for 
the medical profession. New drugs and improved sur- 
gical technics, for example, have so increased the aver- 
age life expectancy that physicians now find they must 
deal with a whole new set of diseases associated with 
the aging process. Chronic degenerative diseases, 
metabolic derangements, and malignant changes are as- 
suming a more prominent role in the experiences of 
the medical practitioner.' To provide physicians capa- 
ble of meeting this challenge is the responsibility of 
the medical educators. 

Medical education is affected also by the attitudes 
of society. In former times people were apt to con- 
sider sickness an inevitable instrument of fate, and 
their physician a separate being with mysterious 
powers. Today people look upon good health as one 
of their inalienable rights; moreover, they better un- 
derstand basic medical principles and the generally 
detrimental effect of low health standards. As a result, 
numerous organizations, both private and governmen- 
tal, have been formed to promote the public health and 
welfare. Physicians, and therefore medical educators, 
must adjust to the changed conditions and learn to 
work with the public organizations that have been 
created." 

But above all, the continuous increase in scientific 
knowledge itself has brought tremendous pressure to 
bear on educational patterns. The growing complexities 
have led inevitably to more and more specialization 
in teaching and practice, and the traditional role of the 
general practitioner has become all but obscured.? It 
now appears that this fragmentation of knowledge, 
this concentration on parts of patients, has lessened 
rather than enhanced the effectiveness of the healing 
arts. Educators are beginning to realize that many 
old-time physicians had a superior talent for seeing 
their patients whole, for intuitively diagnosing an ill- 
ness in relation to the patient’s personal and environ- 
mental situation. Mounting evidence supports the 
view that localized pathologic processes may be influ- 
enced by extrinsic elements. So the problem now for 
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medical educators is how to restore the essential values 
of general practice to the training curriculum without 
losing the gains made through specialization. 

The widespread tendency to overemphasize the 
specialties as practiced in well-equipped urban centers 
has had especially serious consequences in rural areas. 
Surveys have demonstrated a fairly continuous migra- 
tion of physicians from rural areas to city practices, 
in recent decades. The moving away, coupled with 
death and retirement among the remaining physicians, 
has cut deeply into the medical care available to rural 
people.* Many isolated counties have only half as many 
doctors in proportion to population as do metropolitan 
areas,‘ and most of these doctors are in the older age 
groups. A fresh supply of young physicians is the 
only way to prevent the complete disappearance of 
rural medical practice. In a sample study of twenty 
counties in rural Missouri it was found that twenty 
new physicians would be needed to meet the minimum 
requirement of one doctor for every 1,500 people. By 
1960 these counties would need seventy additional phy- 
sicians, or a total of ninety, which is three times as 
many doctors as have moved into these counties during 
the last 10 years. 

Obviously some way must be found to attract 
young physicians to rural areas. There are many rea- 
sons why they at present avoid such practice, but 
principally it is because the debts accrued during their 
education make it desirable for them to seek areas of 
higher income; their education has not imbued them 
with the wish to serve where the need is greatest. Then 
too, the fear of professional isolation in a rural com- 
munity is a deterrent to some physicians. The hospital 
and related facilities are often not adequate for the 
practice of modern medicine in rural areas, which of 
course discourages graduates trained for such practice. 
And finally, this training in itself may be considered 
an obstacle to rural practice—students are taught by 
specialists and frequently are not even exposed to any- 
thing resembling rural practice. Naturally they tend 
to seek positions for which their training is adequate. 

Situated in a rural area of Missouri, the Kirks- 
ville College of Osteopathy and Surgery was keenly 
aware of these shortcomings of modern training in the 
early 1940’s, when the Rural Clinics Program began 
to take shape. As an institution for training and serv- 
ice, the College has always been mindful of its respon- 
sibility to provide for continual advancement in both 
phases of its dual role. Especially has the College been 
cognizant of the need for providing a training mechan- 
ism that would prepare the student for general practice 
and at the same time solve the problem of inducing 
young graduates to locate in areas of critical need. But 
before much could be done to correct the deficiencies, 
all facets of the problem had to be explored. A school 
must be alert to the special problems of its locality 
and to the special roles it should play in the theater 
of medicine.® 

From a humble beginning more than 60 years ago, 
the College has grown to include three modern build- 
ings, and in addition a hospital with 108 beds, as well! 
as a convalescent home. The College also supplies con- 
tractual teaching and medical services to three com- 
munity nursing homes (240 beds) and maintains 
senior teaching schedules in two private hospitals (305 
beds). Such activities attest to the determined efforts 
of administration, faculty, and staff to provide at all 
times an educational program and a service compatible 
with the demands and practices of the times. 

Kirksville is a town of about 12,000 people, with 
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an economy based primarily on agriculture, although 
within recent years a few small industries have been 
attracted to the community. Northeast Missouri, where 
the town is situated, comprises sixteen counties with 
a population of approximately 250,000. The agricul- 
tural economy of the area provides a small but fairly 
stable income, as.most of the farms engage in diversi- 
fied operations. The non-agricultural pursuits consist 
almost entirely of primary distribution to the farm 
population, truck operations, and day labor. The area 
is traversed by four main highways; however, many 
farms and communities must rely on unimproved roads 
which make travel difficult in inclement weather. 

The farm population of this region is about equal 
to the total population of the incorporated communities. 
Kirksville and Macon are the only two towns not clas- 
sified as rural in this sixteen-county area. Scattered 
throughout the area are dozens of communities with 
populations ranging from 200 to 1,500. Community 
life is centered about the churches and public schools. 
In most of the towns there are “Community Clubs” 
which concern themselves with civic problems and 
work for the betterment of the community in coopera- 
tion with the town board. 

The medical service available in this sixteen-county 
area is for the most part inadequate. Only six counties 
have approved and registered hospitals; four have 
small, unaccredited hospitals and six have none at all. 
Of the 104 unincorporated communities of any size, 
fifty-two have one or more resident physicians in full- 
time practice. In addition, there are smaller places 
serving the primary needs of farm neighborhoods 
which almost without exception have no doctors. Ten 
of the sixteen counties have no county physician, and 
five have county physicians for the care of county 
charges only. Organized county health programs aimed 
at health education and preventive medicine are found 
in only two counties, Adair and Macon.° 

The reasons for the lack of physicians follow the 
general, country-wide pattern. Formerly, each of the 
larger communities had at least one practicing physi- 
cian, but through the years many have moved away 
because of better economic conditions and social and 
professional activities in the larger centers. The physi- 
cians who remained are growing old, and young physi- 
cians have not moved into the area. 

It has been estimated that the average patient will 
not travel over 15 miles for medical care of a general 


: A fresh supply of young physicians 
is the only way to prevent the complete 
disappearance of rural medical practice 


nature, and does not wish to travel this distance for 
the routine of treatment.t At the same time the physi- 
cian does not wish to travel these distances, sacrificing 
six to eight office calls in the process and not receiving 
extra compensation. Thus many of the rural families 
in the area of Northeast Missouri surrounding the 
Kirksville College are completely without medical care. 
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Actual participation in 


rural practice while the student 


is still in school should... 
instill in him the desire 
to fill this critical need 


as a service to mankind 


The lack of medical facilities and personnel in 
rural areas is characteristic not only of Northeast Mis- 
souri but of the entire United States, as evidenced 
by the many community projects attempting to at- 
tract physicians and by the various programs started 
by medical schools.* Some state legislatures and other 
interested groups are subsidizing medical students on 
a contract basis to practice in rural areas for specified 
periods. For instance, in Mississipi the State Medical 
Education Board set up scholarships in approved medi- 
cal schools to solve the problem. The student contracts 
to practice in a selected area for a time, one-fifth of the 
loan being cancelled for each year of practice in the 
selected area.* Another plan is that by which medical 
students are selected from areas of physician shortage 
in the hope that they will return to this home locale to 
practice.” However, there is no assurance that they 
will. Other plans call for communities to establish 
funds for the construction of offices and to furnish 
equipment for the young physician so as to entice him 
to practice in the community.'° 

The planning stage of the Rural Clinics Program 
of the Kirksville College of Osteopathy and Surgery 
was started in 1943. From that time until 1949, when 
the first clinic was opened, numerous studies, experi- 
ments, and changes were undertaken, leading to the 
final plan of organization which seemed feasible 
enough to be put into operation."! 

A study of the peculiarities of location was neces- 
sary in the early stages of planning for this new sys- 
tem of training. Committees were established by the 
College to provide information concerning the econ- 
omy, transportation facilities, population figures, avail- 
able health facilities, ability of the population to take 
advantage of such facilities, and the general attitudes 
of the people toward health care. The committees were 
able to gather much of the necessary information 
through critical perusal of the literature pertaining to 
the health needs of the nation, Census Bureau figures, 
and papers related to the health care of the people of 
Missouri. However, in order to provide a complete 
compilation of facts considerable time had to be spent 
in personal contact and field trips throughout Northeast 
Missouri. The findings of this committee revealed that 
health facilities were entirely inadequate for the most 
part in the entire sixteen-county area of Northeast 
Missouri immediately adjacent to the College and that 
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the health care of many of the people in Northeast 
Missouri was extremely meager. Through personal 
contact with the people in this region it was found that 
many of the small villages and towns were eager to 
help establish some sort of health care program. With 
the information compiled by this study, the College 
realized that to provide an adequate health service and 
at the same time create a training mechanism for their 
students the program would have to be established in 
the communities and not by expansion of existing out- 
patient clinics in the College." 


Realizing that the Rural Clinics Program, ideally, 
should promote interest in rural practice, a study of 
the various methods utilized by other colleges and com- 
munities was carried out. Through this study a com- 
mon factor seemed to be absent in all other programs 
reviewed: There was no predetermined attempt to pre- 
pare the physician by inclination and training for rural 
practice. Certainly it would be helpful to prepare the 
individual physician during the school training period 
by indoctrination, example, and actual practice in the 
area of endeavor, so that some of the interests, chal- 
lenges, and rewards of a rural community practice 
would become apparent. The committee felt that actual 
participation in rural practice while the student was 
still in school should make him much better acquainted 
with the trials and rewards of a rural practice and in- 
still in him the desire to fill this critical need as a serv- 
ice to mankind.'” 

During this planning phase another group of fac- 
ulty and administrative members was studying the 
curriculum of the College and the changes which were 
going to have to be made before a clinic program could 
be put into operation. It was felt that the student 
should have completed most of the formal didactic pro- 
gram before starting this new training system, so that 
the actual participation in practice could be better un- 
derstood.. The majority of the clinical didactic courses 
as well as the participation in examination and care of 
nursing-home patients were moved into the junior 
year. The 3-month vacation period after the com- 
pletion of the third year was cancelled, and immediately 
upon completion of the third year the student was 
moved into the fourth year and participation in the 
Rural Clinics Program. Naturally, such major changes 
in curriculum did not occur immediately but evolved 
gradually over a period of years. However, these 
studies on curriculum and the changes that were ef- 
fected were essential for the final plan of the Rural 
Clinics Program. 

Two primary aims and objectives were presented : 
to render a health service in areas of critical need 
and to train the undergraduate osteopathic student in 
the problems of rural health and the technics of rural 
practice as an interesting, challenging, and satisfying 
life work. A secondary but extremely important ob- 
jective was to gain experience and acquire data which 
would support the expansion and improvement of the 
Program and assist other institutions in the establish- 
ment of similar services. 

Finally the committees had obtained enough in- 
formation and material to meet together with admin- 
istration and faculty and work out the major details 
and intricacies of the Rural Clinics Program. It was 
decided to establish small clinics in the various com- 
munities not then served by any type of health care 
and to have these clinics staffed by senior students 
under the supervision of the faculty and staff of the 
College. Since this plan of providing an on-the-spot 
training mechanism while at the same time serving a 
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critical health need had no precedent as a guide, it re- 
quired a pioneer spirit in the group responsible for the 
final decision. However, in 1948 the president of the 
College presented the plan to the Board of Trustees 
and appreval was obtained. A period of approximately 
5 years was necessary for this preliminary planning 
phase."* 

The plan called for extension of the Program into 
the srxteen Northeast Missouri counties. The actual 
area served by the Program at the beginning was to be 
subject to the variations produced by available road 
conditions, urgency of local need, financial resources, 
and necessary experience. Expansion was to proceed 
in a series of concentric circles. The selection of the 
communities where the first clinics were to be estab- 
lished was a difficult task. If the needs of two com- 
munities were virtually the same, the community with 
the larger population was to be selected. It was also 
felt that the responsible citizens and organizations of 
the communities being considered should help to pro- 
mote the establishment of a rural clinic in their com- 
munity. To date, in every instance in those communi- 
ties where clinics have been opened and in those 
surveyed for future sites, the responsible local leader- 
ship has definitely had an active part in the planning 
for the clinic and has demonstrated a desire for the 
service. This nucleus of interested community leader- 
ship serves, with the assistance of College personnel. 
as the basis for a Community Health Council. 

Since the Program was designed to develop a 
training process for senior students, the legality of 
having these students located in clinics away from the 
constant supervision of staff personnel needed investi- 
gation and solution during the planning period. It has 
been stated by medical education and legal authorities 
that there is no essential difference between having 
students participate in a medical care program in the 
hospital or in the home. In either case the student is 
functioning as an agent of the licensed physician who 
is the supervisor, and upon whom the ultimate respon- 
sibility for proper care rests. Since the Rural Clinics 
Program operated outside the College proper, its le- 
gality was more likely to be questioned ; however, the 
students participating in the Program were to be 
under the direction of licensed physicians who would 
carry the legal responsibility of the practice.* Under 
this arrangement the Program began operating within 
the laws of the State of Missouri. 

The supervisors selected for the Rural Clinics 
Program were regular members of the faculty and 
staff of the College, who continued their regular duties 
and practices along with their participation in the new 
teaching program. The supervisory staff members’ re- 
sponsibilities were outlined as part of the plan. First 
of all, in the clinical activities the staff man was to con- 
sider himself primarily a teacher. Whenever a patient 
was seen and cared for, the student was to be present 
and observe the technics and methods utilized by the 
staff physician. The extent and nature of the teaching 
opportunity presented by each case was to be deter- 
mined and limited by the supervisor. In relationships 
with the student physician, the staff member was to 
assume that the student was honest, intelligent, and sin- 
cere, and was to conduct the program accordingly.” 
A student physician was not to be criticized in the 
presence of a patient or anyone else unless the actions 
of the student were placing the patient in immediate 
danger. In the presence of a patient the staff members 
were to accord the student full professional status, dis- 
cussing findings and observations with him to the 
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extent compatible with the interest of the patient. Since 
the student would have seen and treated this patient 
as the family physician before requesting consultation, 
the supervisor was to remember that to the patient, the 
student was the doctor and that the supervisor would 
be acting in an advisory capacity only. 

The plan also assigned certain definite duties to 
the student. The student physician was to record a 
complete history on each new patient and review the 
history with the supervisor. A physical examination 
under the direction of the supervisor was to be per- 
formed on all new patients to the limit which any good 
general practitioner would perform in the course of 
practice. After evaluation of the findings, further 
consultation and special study would be secured if 
deemed necessary. The management of the case would 
be carried out by the student with the approval of the 
supervisor. Out-calls and emergency care were to be 
rendered by the student to the fullest extent of his 
ability and knowledge. The plan provided that the 
student should derive as much experience of a practical 
nature as possible within the medicolegal limits of the 
situation. 

The actual beginnings of the Rural Clinics Pro- 
gram were made in the face of stringently limited 
funds and personnel. The first clinic was opened in 
August 1949 in Gibbs, Missouri, a town of approxi- 
mately 150 people. Through the efforts of the Parent- 
Teachers Association of Gibbs the clinic was opened in 
the local post office building. It had a private entrance, 
a waiting room, and two treatment rooms. The equip- 
ment, similar to that supplied for other clinics opened 
later, consisted of a desk, heating stove, two leather- 
topped tables for manipulative therapy, one folding 
metal army examining table, a metal instrument cabinet, 
two instrument sterilizers, an army portable operating 
light, a microscope, and miscellaneous surgical instru- 
ments.*® 

Before long the College received queries from 
the community of Hurdland about the opening of a 
clinic, since many of the 300 citizens felt that their 
need for a service of this type was critical. The ad- 
ministration decided to accede to the request. and soon 
the town had its clinic, located in the back of a general 
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store, and with much the same arrangement and equip- 
ment as that in the Gibbs clinic.*” 

About the same time that the clinic at Hurdland 
began operation the College received inquiries from 
the school board of Green Castle, a town of approxi- 
mately 350 people, about the establishment of a rural 
clinic in their town. The clinic there was opened on 
the ground floor of a two-story residence which had 
a side entrance.® 


Toward the end of 1949, the Odd Fellows Lodge 
of the town of Ethel offered to provide a building for 
a clinic if one would be established there, and the offer 
was accepted. So in less than a year the Kirksville 
College of Osteopathy and Surgery had established 
four rural clinics. Even though the resources were 
limited, and the operation had to start on the proverbial 
shoestring, the Program had been implemented and 
was offering a service to these rural communities and 
supplying a new type of training for the participating 
senior students.® 

Each of these early rural clinics was manned by 
three senior students, with staff supervision. The 
students served a period of 6 to 9 weeks in the Rural 
Clinics Program. There were four staff members se- 
lected to serve as supervisors, and they were rotated 
so that each clinic was visited by a supervisor on each 
day that it was open.’® 

The clinics were in operation 2 days a week, from 
2:00 until 9:00. Off-hour service was provided at all 
times, with students assigned on a rotating basis to 
accept these calls. Patients were charged a $2.00 an- 
nual registration fee and were expected to pay $1.00 
for an office visit or $1.50 for a call to the country, if 
they could afford it. Calls also required a travel fee 
of 5 cents per mile. The students did not receive any 
compensation and in no instance was service refused 
because of a patient’s inability to pay.’ 

These first four rural clinics were established on 
an experimental basis to determine the acceptance, 
adequacy, and need for such a program. In the first 
9 months of operation, three of the clinics served 376 
patients through 4,536 office calls and home visits. The 
average daily volume per unit as of February 1950 
was 20.1 cases. The highest volume for a single day 
for any unit was 31 and the lowest 6. 


The success of this early venture by the Kirksville 
College of Osteopathy and Surgery into a new field of 
education and service can probably best be illustrated 
by the general comment on the need for expansion 
and improvement issued by the College in February 
1950, only 9 months after the program was started: 

Expansion and improvement of the present program should 
be accomplished so that more complete data and a more com- 
prehensive test of the method can be obtained. The 2-day week- 
ly schedule should be increased in order that treatment facilities 
will be available in the clinics at all times. More clinics should 
he established in order to provide greater accuracy of compila- 
tion of data and to extend the service. 

Preventive medicine programs should be expanded to an 
extent that minimal United States Public Health recommenda- 
tions can be achieved. The clinics should, through the examina- 
tion of children, contribute to vocational guidance programs 
vital information which can be correlated with aptitude and 
intelligence. 

It is proposed to improve and expand the program in order 
to bring the present group of four clinics to a better level of 
equipment and personnel and to establish three additional groups 
of four units each. Funds are therefore being sought in the 
total of $201,924.00 to accomplish these purposes and to op- 
erate the program for three years.” 
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About the time that the College was presenting 
the program for expansion and improvement, the plan 
of the Rural Extension Clinics was submitted to the 
United States Public Health Service on the recomn- 
mendation of the Division of Health of the State of 
Missouri, for a research grant, but Congress did not 
appropriate funds for conducting studies, experiments, 
and demonstrations of hospital services, facilities, and 
resources. The Chief Medical Director, Dr. J. R. 
McGibony, indicated that although the refusal was to 
be expected because of the international situation, it 
was essential that efforts be continued to promote and 
carry out such work in the absence of federal funds. 
He asked the Consultant Study Section to review the 
plan and establish a file for future reference, since a 
number of national organizations had reported the ur- 
gent need for information on the subject. The Con- 
sultant Study Section’s review, forwarded later to the 
College, entirely confirmed the desirability of carrying 
on such a program. 

Despite the lack of financial resources, the Col- 
lege continued its efforts to improve and expand the 
Rural Clinics Program. Between 1950 and 1956, 
clinics were established in Novinger, Brashear, Gifford, 
and Elmer, in each case at the request of responsible 
local leadership.1* Clinic operations were increased 
from 2 days a week to 6 days a week in five of the 
clinics, and to 4 days a week in three clinics, depending 
on patient volume. In 1956 a survey showed the year’s 
volume to be as follows: Elmer 4,483, Ethel 2,425, 
Hurdland 2,816, Green Castle 1,829, Gibbs 1,038, 
Novinger 3,327, Gifford 1,017, and Brashear 2,727; 
the total was 19,662. In addition, there was a waiting 
list of communities wanting the service. The Rural 
Clinics Program was no longer an experiment but an 
accepted entity in the social, economic, and cultural 
life of many Northeast Missouri communities.’® 

(To be concluded in the February JourNnat) 


1711 N. Garrett Ave. 
Dallas 6, Texas 
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MESSAGE FROM THE PRESIDENT 


OF THE A.O.A. 


P As we enter a new year of service, I am provided 
with much food for thought. More than ever before, I 
realize what is meant by the statement that although we 
can never expect to think alike, we must learn to think 
together. The development of this profession will be 
advanced around the conference table, in the demo- 
cratic manner, with all known facts clearly on display. 

Since the A.O.A. convention in Washington, fear 
and unrest are evident among us. Both deter us from 
our commitment to a program of professional and edu- 
cational development. 

As this profession demonstrates its willingness 
to cooperate freely with other medical organizations, 
two major apprehensions arise. On one hand, we fear 
that inadvertently the leadership of the American Os- 
teopathic Association may do or say something to 
hinder cooperation. On the other, we are apprehensive 
that in cooperation we may sacrifice our independence 
as a professional organization. 

To me, however, neither of these factors repre- 
sents our gravest danger. That, as I see it, lies in our 
tendency to so avidly defend our fears, one against the 
other, that we hamper our major purpose. 

The profession has repeatedly stated its desire to 
cooperate with all other agencies in the service of na- 
tional health. It has also firmly stated its desire to de- 
velop that cooperation without domination. The Ameri- 
can Osteopathic Association seeks neither to dominate 
nor to be dominated. This applies at all levels of public 
interest. 

Perhaps the best modern demonstration of such a 
program is the National Health Council. In March, 
1957, in his inaugural address as president of the 
Council, Basil O’Connor said, “As we encourage the 
collaboration of the layman with the man of science or 
medicine, so must we collaborate increasingly among 
ourselves in the attainment of our mutual objectives.” 
This states very clearly the objectives of the National 
Health Council. It also points the goal toward which 
the American Osteopathic Association strives. 

Political and educational medicine must be sep- 
arated before understanding and collaboration can be 
achieved. Basically, the contributions of the osteopathic 
profession will be made in the broad field of education. 
The validity of scientific philosophies can be neither 
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affirmed nor denied by a roll-call vote. They must be 
demonstrated in the crucible of scientific research and 
clinical practice. 

The osteopathic profession is one of two complete 
schools of medicine. If it has become the same as, or 
equivalent to, the dominant school of medicine, it is 
because its practitioners have made it so. If, on the 
other hand, it is a complete school of medicine with 
distinguishing contributions, this also is because, 
through clinical practice, osteopathic physicians have 
made it so. Neither goal is achieved by decree. Or- 
ganizational legislation designed solely to promote 
either cause leads only to confusion. The American 
Osteopathic Association has stated that it wishes to 
remain organizationally independent. Without vain- 
glory or antagonism, in a spirit of impersonal estimate, 
it desires, through service, to meet the responsibilities 
of health care which its recognitions provide. 

Now, at the conclusion of my first six months in 
office, it appears to me that our greatest danger can be- 
come the basis for our greatest success. Fear can be 
dissipated only by understanding. This is a time, above 
all others, when unity of purpose should be our chief 
goal. To achieve this, the majority must rise and be 
heard. Never before have I been so confident that the 
desire of the majority of the profession is dedicated to 
development through cooperation and independence. 

In an address in 1954, Dr. Alan Gregg asked, 
“What keeps men together in contented effective asso- 
ciation?” He answered his own question by stating, 
“Clearly related to the past, present and future, three 
things mainly keep men together: from the past, it is 
shared experiences; in the present, beliefs generally 
agreed upon; and for the future, hopes and desires 
held in common.” 

Through our shared experiences, our beliefs gen- 
erally agreed upon, and our future hopes and desires 
held in common, this profession will serve its destiny. 


104 S. Livingston Avenue 


Livingston, New Jersey 
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Dr. Ralph E. Copeland is Chairman 
of the Joint House-Board Committee 
on Manual of Procedure. His July re- 
port to the House of Delegates set 
into motion the wheels of the Man- 
ual's revision. Dr. Copeland is serving 
his third term as A.O.A. First Vice 
President, is a member of the Com- 
mittee on Ethics, past president of 
the California Osteopathic Associa- 
tion, a founder of the American Col- 
lege of Osteopathic Internists. 


A.O.A. revises its Manual of Procedure 


P This is the third of a series of articles on actions of 
fundamental importance taken by the governing bodies 
of the American Osteopathic Association during its 
Siaty-Second Annual Convention in Washington, D.C., 
last July. This is the story of the Convention report 
of the Joint House-Board Committee on the Manual 
of Procedure. First Vice President Ralph E. Cope- 
land is its chairman. 


The Manual of Procedure of the American Osteo- 
pathic Association (The Red Manual) is undergoing 
complete revision. The present 350-page compendium 
of precedent and procedure is to become two sets of 
books, one of procedure, the other of reference. This 
revision, designed to put into more usable form and 
style the record of source of Association authority, will 
require at least 3 years to complete. The new form is 
expected to prove more efficient for members of the 
Board of Trustees and House of Delegates and for 
key officials in various channels of A.O.A. organiza- 
tion. 

The sweeping revision was set in motion in Wash- 
ington, D.C., last July when the House approved the 
recommendations of the Joint House-Board Committee 
on Manual of Procedure, presented by Chairman 
Ralph E. Copeland, San Marino, California, following 
a year of Committee study, opinion polls among ex- 
perienced A.O.A. legislators, and cooperation with 
members of Central Office staff long conversant with 
manual preparation. 

The Committee, whose members include in addi- 
tion to Dr. Copeland, Drs. Robert D. Anderson and 
Arnold Melnick, Philadelphia; M. E. Coy, Jackson, 
Tennessee; and Herbert L. Sanders, Grand Junction, 
Colorado, was set up in 1957, on recommendation of 
the Board of Trustees. More fundamentally, it came 
in response to the growing conviction among A.O.A. 
legislators and executives that the Manual had become 
too unwieldy and complex in both form and content 
properly to serve its purpose. It no longer met the 
By-Law provision (Article VII, Section 4) directing 
that 

The Board shall maintain and revise as necessary the Man- 
ual of Procedure. . . . to provide a handy reference book of 


concise statements of the duties of all officials, committees, de- 
partments, bureaus and employees of the Association. . . . 
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Tor some time, in the view of those using it, the 
Manual had been neither handy nor concise. Since its 
first publication in 1930, it had quadrupled in size. The 
1930 edition, made up from Association records, rules 
of parliamentary procedure, and long-established cus- 
tom, was compiled by Dr. George V. Webster, 1927 
President of the Association. With its eight revisions, 
made on an average of one every 3 years—and, in 
addition, annual supplements—it had so grown in 
bulk and diversity that its practicality was in question. 

“This was inevitable,” said Dr. Copeland. “The 
Red Manual grew as the Association grew. Its format 
was not originally set up to take care of the widening 
of Association activity. We needed a new pattern. 
That is what the Committee has tried to draft.” 

This new pattern, approved by the House in July, 
breaks down the present single volume into separate 
bindings, each to serve a particular purpose. As a part 
of the July report and as evidence of things to come, 
the first of these, The Handbook of the Governing 
Bodies, was prepared in time for the Washington con- 
vention. Its sixteen pages define the purpose, duties, 
and personnel of the House of Delegates and the Board 
of Trustees. Its style is direct and concise. Accepted 
by the Board and House, it is to serve as a model for 
nine other handbooks, one each for the Association’s 
bureaus and their respective committees. 

In addition to the handbooks, there are to be 
volumes of reference. These, by direct quotation, will 
supply specific, official sources of authority. One of 
these, the Administrative Guide, will contain directives 
and actions under which the Association is currently 
functioning. It will carry the A.O.A. Constitution, By- 
Laws, and Code of Ethics, and will chart Association 
structure. As the final record of authority, there will 
be the Digest. This will be a compilation of all Board 
and House action, dating from the time of the organi- 
zation of the A.O.A. in 1897, and will be maintained 
as a continuous history of official actions as they are 
taken. The Digest will be arranged by subject matter 
chronologically in volumes of convenient size. 

Used separately, the handbooks will cover specific, 
individual, and committee duties; together, they will 
form a complete program of procedure. Back of them 
will stand the quoted authority of the Administrative 
Guide and the Digest. 

In the main, production of this complete renewal 
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in form and style will fall to the Central Office Execu- 
tive Department, in particular to Dr. Eveleth and his 
assistant, Dorcas Sternberg, both of whom have served 
as consultants to the Manual Committee. The com- 
pilation of the Administrative Guide and the Digest 
will be almost completely the responsibility of Miss 
Sternberg, who brings to the task more than 25 years 
of experience and a thorough knowledge and under- 
standing of Association mechanics. She worked with 
Dr. Russell C. McCaughan during his tenure as Ex- 
ecutive Secretary, on the eight revisions of the original 
Manual and on the annual supplements. She is recog- 
nized throughout the profession as an authority on 
precedent and procedure. 

“We have ahead of us a formidable assignment,” 
said Dr. Eveleth, “but we are convinced that the re- 
vision is essential. It is but one facet of the program 
of streamlining now being charted by the Board and 
House.” 


§ DEPARTMENT OF PUBLIC RELATIONS 


The National Defense Student 
Loan Program 


P The National Defense Student Loan Program was 
authorized by the enactment of Public Law 85-864, the 
National Defense Education Act of 1958. It is one of 
several features of this act designed, in the words of 
the law itself, “to identify and educate more of the tal- 
ent of our Nation,” and “to ensure trained manpower 
of sufficient quality and quantity to meet the national 
defense needs of the United States.” 

The National Defense Education Act provides for 
the creation, at American colleges and universities, of 
loan funds from which needy undergraduate and grad- 
uate students may borrow on reasonable terms for the 
purpose of completing their higher education. 


WHERE THEY ARE AVAILABLE 

Virtually any accredited college or university is 
eligible to receive Federal assistance in the creation of 
a National Defense Student Loan Fund on its campus.* 
It is expected that increasing numbers of higher educa- 
tion institutions will take advantage of this Federal as- 
sistance, as the demand for student financial assistance 
increases and the financial burdens of the institutions 
grow more serious. Interested students may learn from 
their respective deans and financial aid officers whether 

such funds yet exist on their campuses. 

HOW THE FUNDS ARE ESTABLISHED 

The Congress appropriates funds for the purpose 
of the National Defense Student Loan Program. They 
are allotted among the States and Territories of the 
United States according to a formula in section 202 of 
*The American Osteopathic Association is included in the list of 
thirty-one nationally recognized accrediting agencies and associations pub- 
lished by the Office of Education, U.S. Department of Health, Educa- 


tion, and Welfare, in accordance with the requirements of the National 
Defense Education Act of 1958. 


Vor. 58, Jan. 1959 


Principal responsibility for editing and 
producing the revised Manual fails 
upon Dorcas Sternberg, Assistant to 
the Executive Secretary and long re- 
cognized as an authority on A.O.A. 
precedent and procedure. She has 
also, for a number of years, served as 
Secretary of the Committee on the 
Student Loan Fund. She holds a 
Bachelor of Arts degree from the 
University of Illinois. 


One thing is quite certain. The revision will come 
as close as is now possible to giving members of the 
Board of Trustees and House of Delegates the “handy 
reference book of concise statements” that Article VII, 
Section 4 of the A.O.A. By-Laws prescribes. 


Cc. D. SWOPE, D.O., Chairman 


the act. The initial congressional appropriation is $6 
million. Within each State or Territory, these funds 
are distributed equitably among all participating col- 
leges and universities. 

A participating college or university is required to 
contribute to the creation of its National Defense Stu- 
dent Loan Fund a sum equal to one-ninth of the amount 
contributed by the Federal Government. These joint 
contributions thus constitute the Loan Fund at this in- 
stitution, and the responsibility for its administration 
thereafter rests with the institution. Within conditions 
prescribed by the act and by regulations issued by the 
Commissioner of Education of the United State De- 
partment of Health, Education and Welfare, the insti- 
tution itself selects student recipients, arranges the 
loans, and is responsible for their collection. 


WHO IS ELIGIBLE? 


Recipients of loans are selected by the college or 
university itself. The law requires that each borrower 
be a full-time undergraduate or graduate student, that 
he be in need of the amount of his loan to pursue his 
courses of study, and that he be, in the opinion of his 
institution, capable of maintaining good standing in his 
chosen courses of study. The law further provides that 
special consideration in the selection of loan recipients 
be given to students with a superior academic back- 
ground who express a desire to teach in elementary or 
secondary schools, and whose academic background 
indicates a superior capacity or preparation in science, 
mathematics, engineering, or a modern foreign lan- 
guage. 

WHAT ARE THE TERMS OF THE LOANS? 


A student may borrow in 1 year a sum not exceed-, 
ing $1,000 and during his entire course in higher edu- 
cation a sum not exceeding $5,000. The borrower must 
sign a note for his loan, evidencing his obligation and 
agreeing to interest and repayment terms established 
by his college or university. The law itself establishes 
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certain basic conditions covering student loans, includ- 
ing a requirement that repayment of the loan begin 1 
year after the borrower ceases to be a full-time student 
and be completed within 10 years thereafter. No inter- 
est on the student loan may accrue prior to the begin- 
ning of the repayment schedule, and interest thereafter 
is to be paid at the rate of 3 per cent per year. The 
borrower’s obligation to repay his loan is to be canceled 
in the event of his death or permanent and total dis- 
ability. 

Students interested in knowing more about the Na- 
tional Defense Student Loan Program should consult 
appropriate officials of the college or university in 
which they are or expect to be enrolled. 


Psychiatric training 
for general practitioners 


P Osteopathic colleges, hospitals, clinics, and osteo- 
pathic societies may apply for grants from the National 
Institute of Mental Health to develop and conduct post- 
graduate courses, institutes, and seminars in psychiatry 
for general practitioners. The Federal objective in 
stimulating these courses is to increase the competence 
of physicians who continue practicing in their own 
field. This training which would be by or under the 
auspices of osteopathic institutions or organizations 
should serve a compelling need and be in demand by 
general practitioners of the osteopathic profession. In- 
formation on the program is contained in the NIMH 
Special Announcement below. All NIMH grants under 
the program are to be made to schools or ether organi- 
zations. No grants will be made to individuals. 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 
Public Health Service Bethesda 14, Md. 


National Institutes of Health 


SPECIAL ANNOUNCEMENT 


GRANTS IN SUPPORT OF PSYCHIATRIC TRAINING 
PROGRAMS 
f 


or 
GENERAL PRACTITIONERS AND OTHER PHYSICIANS 
IN PRACTICE 


The National Institute of Mental Health, in an effort to 
increase the psychiatric knowledge and skills of general practi- 
tioners, is offering expanded grant support for a training pro- 
gram in psychiatry for physicians engaged in the practice of 
medicine other than psychiatry. 

Funds are available during the current year for these 
grants and applications may be submitted at any time. Review 
procedures will be adjusted to make funds available as quickly 
as possible to applicants recommended for support. 

I. Purpose of program.— 

A. To foster the development and expansion of postgrad- 
uate courses, institutes, and seminars in psychiatry for phy- 
sicians in the practice of medicine other than psychiatry. These 
courses are intended to increase the competence of physicians to 
continue practicing in their own field. 

With increasing emphasis on the mental health components 
of patient treatment and care there is greater need for addi- 
tional psychiatric training in the medical profession generally. 
This training would be especially useful for the physician in 
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practice who could thus not only deal more effectively with the 
emotional aspects of illness generally, but could also play a 
more effective role in the treatment and prevention of mental 
illness. 

B. To provide support at an adequate level for psychiatric 
residency training for physicians in practice who wish to be- 
come psychiatrists. 

IJ. Postgraduate courses, institutes, seminars.— 

A. Eligibility: Applications may be submitted by : 

1. Psychiatric training centers such as medical schools, 
hospitals, and clinics. 

2. Other groups such as national and local medical and 
psychiatric societies, either independently or working in col- 
laboration with established training institutions. 

B. Type of Support: Funds may be requested to defray 
the expenses to be incurred by the institution or organization 
in developing and conducting such courses. Funds will not he 
provided for fees, subsistence, or travel for the physician at- 
tending the courses. 

C. Period of Support: Applicants may request support : 

1. For a maximum of five years for courses to be of- 
fered regularly as part of the postgraduate curriculum of a 
medical school or hospital or the educational program of a na- 
tional or local medical or psychiatric society. 

2. For a single course, institute, or seminar for a par- 
ticular group over a given period. 

III. Psychiatric residency training.— 

A. Eligibility: Medical schools, hospitals, and clinics ap- 
proved for psychiatric residency training are eligible for this 
type of grant support. 

B. Type of Support: Funds may be requested for: 

1. Teaching costs required for an expanded program— 
professional and non-professional personnel, supplies, equipment, 
travel, and indirect costs. 

2. Special training stipends, not to exceed $12,000, for 
physicians engaged in the practice of medicine who wish to 
undertake psychiatry residency training. No specific levels of 
payment or criteria for eligibility have been determined for this 
type of support. The program director applying for funds 
should propose an amount which he considers appropriate for 
each candidate. 

C. Period of Support: 

1. Institutions now receiving grants in support of resi- 
dency training may request supplements to their active grants 
for the period now recommended for support, or, where de- 
sirable, may submit separate applications for support for a 
maximum of five years. 

2. Institutions not presently receiving grant support 
may apply for support for a maximum of five years. 

* 

Information concerning this program will be brought to 
the attention of the medical profession by way of professional 
journals and contacts with national and local medical and psy- 
chiatric societies. Physicians wishing either residency training 
or postgraduate courses should apply to the psychiatric training 
centers or organizations described under Items II and III as 
eligible for grants. Grants will not be made to individuals. 


Osteopathic institutions 
are eligible for Federal grants 
for postgraduate courses and 


seminars in psychiatry 
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DEPARTMENT OF PUBLIC AFFAIRS 


Bureau of 
Public Education on Health 


CARL E, MORRISON, D.O., Chairman 


Legislative program 
commands state society interest 


P Each year the Committee of State Officials on Sug- 
gested State Legislation of The Council of State Gov- 
ernments prepares a program of proposals that it be- 
lieves should be considered by various state legislatures. 
The Council of State Governments recommends that 
each proposal be carefully considered by each state. If 
considered appropriate after careful consideration of 
local conditions, existing statutory practices, and con- 
stitutional requirements, it should be introduced. The 
program of Suggested State Legislation is cumulative 
and many of the proposals of prior years, in addition 
to those for 1959, will be the subject matter of legisla- 
tion in the various states during the forthcoming 1959 
sessions of state legislatures. 

Suggested State Legislation, Program for 1959, 
published by The Council of State Governments, 1313 
East Sixtieth Street, Chicago 37, Illinois, is available 
by mail from the Council. Its cost is $2.00. Most of 
the major proposals submitted in state legislatures ema- 
nate from studies made by the Council through the co- 
operation of state governments in bringing needed 
legislation to the attention of the Council. 

The 1959 proposals relate to two broad subjects, 
atomic energy and continuity of government, and, in 
addition, to numerous proposals relating to isolated 
fields of legislative interest. 

The legislative proposals relating to atomic energy 
and radiation have particular public health significance, 
and should be of interest to professional healing art 
groups. The enormous and continuing expansion of 
peaceful uses of atomic energy since the United States 
Congress enacted the Atomic Energy Act of 1954 has 
created matters of important concern for the various 
states. One proposal is that each state create an Atomic 
Energy Advisory Board or Committee. Its function 
would be to advise each governor on matters relating 
to atomic energy and its use in the state. The peaceful 
uses of atomic energy raise the problem of protecting 
workers and the general public against unnecessary ra- 
diation. The proposals recommend that each state es- 
tablish standards and regulations in regard to radio- 
active materials and the requirement that radioactive 
sources be registered. The danger of nonessential ra- 
diation exposure resulting from the use of fluoroscopic 
shoe-fitting devices has been recognized. The legislative 
proposals call for the banning of such devices and 
machines from use. 
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Workmen’s compensation laws and radiation in- 
jury coverage are the subject of one proposal. The 
effects of overexposure upon workers have already be- 
come a concern of organizations interested in the work- 
men’s compensation laws. Cumulative exposure records 
should be maintained for all persons regularly in con- 
tact with radiation hazards. Overexposure to radiation 
can result in leukemia, cataracts, tumors, skin burns, 
and cancer, and can have genetic effects. Today radia- 
tion is an occupational hazard, and states face the re- 
sponsibility of adjusting their workmen’s compensation 
laws to cover this area of danger. 

The second major classification of the Suggested 
State Legislation Program relates to the matter of the 
continuity of state government in the event of atomic 
warfare or disaster. The Council recommends five pro- 
posals relating to the continuity and reorganization of 
state and local governments in the event of an enemy 
attack. The proposals relate to emergency legislation 
to cover the organization and administration of the ex- 
ecutive, judicial, and legislative functions. Under such 
legislation, emergency provisions could be established 
to provide for the selection of interim successors for 
state and local officials to insure continuance of local 
and state governments in the event of serious interrup- 
tion. 

Inherent in these proposals must be provision for 
the continuance of the state departments of health and 
related agencies. At no time could the need for these 
agencies be more vital. Osteopathic divisional societies 
should give careful attention to all proposals to insure, 
at the state level, the perpetuation and reorganization 
of health services in the event of atomic warfare. One 
proposal, suggested elsewhere, is that licensing boards 
in one state be granted emergency power to license 
physicians from other states. Related proposals provid- 
ing for the most effective use of health services should 
be considered in each state. 

Numerous other legislative proposals are included 
in the Suggested State Legislation Program. Air pollu- 
tion control is one. The need for intrastate action in 
regard to air pollution control is recognized and the 
establishment by states of local agencies to study and 
control this matter is suggested. In certain areas the 
program recommends that interstate compacts for the 
control of air pollution also be studied, particularly in 
areas in which large metropolitan regions extend into 
two or more states. 

In recent years community health programs have 
been the subject of legislation in New York, New Jer- 
sey, California, Minnesota, and Vermont. Other states 
are urged to consider the utilization of local health re- 
sources in the care and prevention of mental illness. 


Proposals are also made concerning the vending of 
foods and beverages through coin-operated vending 
machines. Many items of a perishable nature are now 
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dispensed to the public through these machines, intro- 
ducing problems in food protection not normally en- 
countered in the sale of foods. A proposed ordinance 
concerned with this phase of the public health has been 
prepared for use by state and local health agencies. 
Two proposals are also included relating to the 
Uniform Narcotic Drug Act. One of them proposes 
to amend the definition of “narcotic drugs” to include, 
in addition to drugs commonly referred to as narcotics, 
other drugs which are classified under federal law as 


also being subject, from time to time, to the federal 
narcotic laws. The second amendment relates to the 
exemption section of the Uniform State Narcotic Drug 
Act. It seeks to clarify the exemption of drugs which 
are declared by the Bureau of Narcotics of the Treas- 
ury Department or the state administrative officer to 
be not subject to regulation under the Act. 

The responsibilities of state legislatures in these 
years of atomic development are considerable. New 
areas of legislative action arise almost every year as 
modern scientific achievements change the ways of life 
and industry. The osteopathic divisional societies can 
learn much from studying the contents of Suggested 
State Legislation, Program for 1959, and can assist in 
advising the legislators in matters encompassed within 
the report relating to health services by being well- 
informed concerning these new developments. 


Newsmen enter A.O.A. competition 


> The second annual journalism 
awards competition of the A.O.A. 
Division of Public and Professional 
Service is drawing entries from 
newspaper writers across the coun- 
try. The competition is open to 
writers for daily and weekly news- 
papers of general circulation, ac- 
cording to Robert A. Klobnak, P. & 
P. S. director. Awards of $100 
each will be made to three winners. 

Contest entries must cover some 
phase of osteopathic activity. They 
may be reports on such events as 
hospital dedications, college pro- 
grams, legal battles, or conventions, 
or may be feature stories about in- 
dividual physicians or institutions. 
Each writer may enter five stories 
or series of stories. 

The articles will be judged ac- 
cording to standards of good jour- 
nalism and on the contribution they 
make to public understanding of os- 
teopathy. Final judging will be 
done by professional journalists 
and, if need be, by a committee of 
osteopathic physicians. 

Edward Eulenberg, Chicago Daily 
News writer and journalism faculty 
member of Northwestern Univer- 
sity, will act as competition judge, 
as he did last year. Closing date for 
receipt of entries is February 15, 
1959. They are to be sent to News- 
paper Story Competition, American 
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Osteopathic Association, 212 East 
Ohio Street, Chicago 11. 

Winners in last year’s competi- 
tion were Merle Oliver, the Detroit 
News, Conwell Carlson, Kansas 
City Star, and Blair Justice, Fort 
Star Telegram. 


Dr. Eveleth joins 
Rotary club 


> Dr. True B. Eveleth, as Execu- 
tive Secretary of the American Os- 
teopathic Association, has become a 
member of Club Number One of 
Rotary International. He was in- 
stalled as a member, to represent the 
profession of osteopathy in the 
fields of organization and adminis- 
tration, at the luncheon meeting held 
Tuesday, November 25, at the Sher- 
man Hotel, Chicago. 

Club Number One, founded in 
1905 and called Rotary because in 
the beginning meetings were held in 
rotation in various business offices 
of the members, gave rise to the 
more than 9,800 clubs. 

In this membership Dr. Eveleth 
continues in the position in Chicago 
Rotary held for close to 25 years 
by the late Russell C. McCaughan, 
Dr. Eveleth’s predecessor in office. 


Dr. McCaughan was also a charter 
member of the club of Rotary In- 
ternational in Kokomo, Indiana, and 
during his years in the Chicago 
club served as trustee and conven- 
tion delegate. 

Dr. Eveleth now becomes eligible 
for membership in the Osteopathic 
Vocational Group of Rotary Inter- 
national, an A.O.A. affiliate for some 
35 years. Present officers of the 
group are Drs. Chester D. Swope, 
Washington, D.C., president, Rob- 
ert H. Lorenz, Dallas, Texas, vice 
president, and Charles W. Sauter 
Gardner, Massachusetts, secre- 
tary-treasurer. 


A.O.A.—A.A.0.A. heads 


meet in Chicago 


P A series of meetings of execu- 
tives and of bureau and committee 
chairmen is being held in Central 
Office, Chicago, during January. 

The Executive Board of the Aux- 
iliary will meet January 21 through 
23, and the A.O.A. Board of Trus- 
tees January 23 through 27. 

Two A.O.A. bureaus will meet, 
the Bureau of Professional Eduea- 
tion and Colleges, January 20 
through 23, and the Bureau of Re- 
search on January 22. 

Committee meetings during the 
month will include those of the 
Committees on Membership, Fi- 
nance, Constitution and By-Laws, 
and the Osteopathic Progress Fund. 


Journat A.O.A. 


= 


Central Oftice 
publishes D.O. 


statistical study 


> The new A.O.A. publication, A 
Statistical Study of the Osteopathic 
Profession, is now available to 
members of the osteopathic profes- 
sion. It has already been distributed 
to national officers, key officials in 
divisional and affiliated organiza- 
tions, and public health agencies. 

Compiled by the Central Office 
Department of Information and 
Statistics, the attractive forty-page 
brochure represents a major staff 
achievement, both in content and 
readability. Josephine L. Seyl, as 
supervisor of the Department, was 
principally responsible for the book- 
let’s preparation. 

This is the first published report 
of the mechanized statistical pro- 
gram authorized by the Board of 
Trustees in July 1956. It comprises 
the first full such study to be made 
of the profession. In a series of 
colored charts, diagrams, and tables, 
it presents the following statistics 
on osteopathic physicians: geo- 
graphic distribution and population 
of practice community, educational 
background, intern and residency 
training, type of practice, types of 
licenses, and age distribution. It 
tabulates gains to the profession 
through graduation classes and 
losses through death. It gives in- 
formation on doctors not in private 
practice. 

To set up the program, basic 
questionnaires were sent to 13,920 
doctors whose addresses were 
known. Of these 79.9 per cent re- 
sponded. As the basic information 
was collected, it was transferred by 
Miss Seyl and her staff to code 
sheets which were sent to a profes- 
sional tabulating company. Two 
punch cards were made for each 
doctor. To include those who did 
not respond to the survey, code 
sheets were compiled from records 
in the Central Office. The unavail- 
ability of information was indicated. 

Individually the punch cards are 
professional biographies. Together, 
they are the story of osteopathy in 
action. Fed into IBM machines, 
they can produce an almost unlimit- 
ed diversity of statistical informa- 


Vor. 58, Jan. 1959 


Josephine L. Seyl, supervisor A.O.A. Department of Information and Statis- 
tics, shows Executive Secretary True B. Eveleth a copy of the new brochure, 
"A Statistical Study of the Osteopathic Profession" 


IBM cards carry the story 
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> The 61 punches in the above card translate into the story of one 
young osteopathic physician. He graduated from the Philadelphia 
College of Osteopathy in 1956, holds an unlimited license issued in 
1957 by the state of Pennsylvania, has served a one-year internship 
in an A.O.A.-approved hospital, is now serving a one-year residency. 
A second card—two are necessary for each doctor—carries such facts 
as his age, sex, citizenship, military service, specialty certification. 
Through questionnaires issued with each address change, his IBM 
cards will record his progress. 

This is the first full statistical study to be made of the osteopath- 
ic profession, and has been under way for more than 2 years. Kept 
current, it will make possible important studies that may be made by 
the profession itself, the government, and general health agencies. 
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tion. The brochure, for instance, 
offers such findings as these: 9,622 
doctors are in private practice; 
1,219, in other than private practice, 
are engaged in work of a profes- 
sional nature (755 of these are in 
training programs). Of all active 
doctors, 87.2 per cent hold at least 
one unlimited license and 71.8 per 
cent hold an unlimited license in 
their present locations. Of the doc- 
tors in private practice, 76.5 per 
cent are general practitioners, 14.7 
per cent confine their therapy large- 
ly to manipulative procedures, and 
8.8 per cent to a specialty. Of the 
2,279 doctors who have graduated 
from osteopathic colleges during the 
past 5 years, 95.1 per cent have 
completed A.O.A. approved intern- 
ships; 70.1 per cent held a bach- 
elor’s or higher degree prior to en- 
tering osteopathic training. Of the 
active doctors, 34.5 per cent are 
practicing in communities of less 
than 10,000 population. The median 


age of active male physicians is 
45.4; of women, 59.2. 

The A.O.A. statistical punch 
cards are being kept up to date. 
Such information as change of ad- 
dress, change of type of practice, 
death, or retirement is recorded as 
received. Basic questionnaire forms 
will be sent each year to all osteo- 
pathic graduates. Doctors who move 
from one city to another will be 
supplied with a special form to re- 
port changes in activity. These and 
other methods of collecting infor- 
mation will keep the file current and 
thus will make future studies pos- 
sible. 

The new brochure has been sent 
to all agencies of the profession and 
to individuals, groups, and societies 
outside the profession who will 
have interest in its information. 
The A.O.A. has a contract with the 
United States Public Health Serv- 
ice for a duplicate set of punch 
cards each year for the next 5 
years. 

Copies of the statistical study 
may be obtained from the Order 
Department of the American Osteo- 
pathic Association, 212 East Ohio 
Street, Chicago 11, Illinois. The 
single copy price is $1.00. 


P.&P.S. PReviews and PRojects 


> Audio-Visual—The following 
reviews are of films recently re- 
ceived by the audio-visual depart- 
ment from research laboratories, 
hospitals, drug companies, and 
health agencies. They are particu- 
larly offered to state and district 
chairmen for their late winter and 
early spring meetings. Unless other- 
wise indicated, these films are pro- 
vided by the producers without 
charge other than postage. 


Development of the Aortic Arch. 
—This is one of the Congenital 
Heart Disease Series Films, spon- 
sored and approved by the Ameri- 
can College of Surgeons. It recon- 
structs, on the basis of known em- 
bryologic data, the probable course 
of events in the normal develop- 
ment of the aortic arch through 
animated diagrams. 

Beginning with the gill-arch ap- 
paratus of water-breathing verte- 
brates, the film shows the changes 
which occur in air-breathing mam- 
mals, making possible their efficient 
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respiratory mechanism. In this evo- 
lutionary process, the development 
and involution of the primitive 
arches are carefully documented up 
to the point, about the eighth week 
after ovulation, where the definitive 
arrangement of the great vessels 
has become established. With clo- 
sure of the ductus arteriosus as res- 
piration begins at term, the final, 
complex, asymmetrical pattern of 
the human aortic arch is established. 
1952. 16 mm., color, sound, 13 
minutes. Squibb, 745 Fifth Avenue, 
New York 22. New York. 

Child Prosthetics Project: A Re- 
port—The activities of a pros- 
thetics team and the disciplines in- 
volved in amputee research are here 
demonstrated. Members of the team 
include the pediatrician, orthoped- 
ist, psychologist, engineer, pros- 
thetist, occupational therapist, social 
worker, and physical therapist. The 
film follows a 9-year-old boy 
through the Amputee Project at the 
University of California (Los An- 
geles). It shows how research ma- 


terial is collected, and how knowl- 
edge and technic are applied toward 
the total rehabilitation of the child 
amputee. Primary emphasis is on 
research and secondary emphasis 
on its application. Parents, profes- 
sional and auxiliary rehabilitation 
personnel, and the medical profes- 
sion as a whole will find the film 
of importance. 16 mm., sound, 
black and white, 22 minutes. Sales 
price: $85, Rental fee: $3.50. Edu- 
cational Film Sales Dept., Univer- 
sity Extension, University of 
California, Los Angeles 24. 

Helping Hands for Julie-—The 
helping hands for Julie are those 
of a hospital staff. The story re- 
volves around her fight for life 
when she is brought into the hos- 
pital emergency room. Cause of 
illness: unknown. Her family doc- 
tor, a surgeon, and a resident mobi- 
lize the entire medical team into 
swift, disciplined, and decisive ac- 
tion. The helping hands aiding the 
doctors in this vital search for the 
cause are those of nurses, medical 
technologists, x-ray technicians, and 
the medical record librarian, who 
checks for clues in Julie’s past. The 
diagnosis arrived at, the drugs of 
the pharmacist, the nourishing food 
of the dietitian, the restorative 
work of the physical therapist, and 
the care of the nurse bring Julie 
back to health. The film is well 
done and will stimulate interest and 
discussion. 1958. 16 mm., black 
and white, sound, 30 minutes. Asso- 
ciation Films, Inc., 347 Madison 
Avenue, New York 17. 


Statf travels 


> Executive Secretary True B. 
Eveleth was the only member of 
the National Headquarters Staff 
whose travel schedule took him 
away from Chicago during Decem- 
ber. He was in Los Angeles De- 
cember 4 to attend the dedication of 
the new Los Angeles County Osteo- 
pathic Hospital, and in New York 
City on December 6 for a meeting 
of the Committee on A.O.A. Publi- 
cations, of which Dr. Hobert C. 
Moore, Bay City, Michigan, is 
chairman. Other members are Drs. 
Arnold C. Melnick, Philadelphia, 
and William B. Strong, Brooklyn. 

Dr. Eveleth was again in New 
York the week before Christmas, to 
attend a meeting of agency execu- 
tives held by the National Health 
Council at the Bellevue Medical 
Center. 


Journai A.O.A. 


